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Pulmonary Schistosomiasis.—This is an ab- 
stract from a paper by H. B. Weinberg and A. 
J. Tillinghast, published in Am. J. Trop. Med., 
November, 1946. Tubercle-like lesions were 
found in the lungs of 2 soldiers who had bathed 
in fresh water streams; both had ova of Schis- 
tosoma japonicum in their stools during the 
urticarial, pulmonary and febrile manifesta- 
tions. The first soldier had a nonproductive 
cough and showed pulmonary infiltration on 
roentgen examination. He died suddenly; the 
autopsy revealed crepitant lungs studded with 
small, white, moderately firm nodules, varying 
in size from barely visible up to 2 mm. in 
diameter. Microscopically, the centre was 
necrotic with eosinophilic infiltration and sur- 
rounding fibrosis. In the centre of some of the 
nodules was an ovum of Schistosoma japoni- 
cum in various stages of degeneration. Similar 
nodules were found in the liver, mesenteric 
lymph nodes, rectosigmoid colon and appen- 
dix. The second soldier had a cough with a 
moderate amount of yellow mucoid sputum; 
roentgenograms showed miliary nodules. He 
recovered under treatment with tartar emetic. 
It was assumed that the pathological process 
was continuous and from the start a reaction 
to the localization of the ova in the tissues. 
This differs from textbook descriptions of the 
disease in which early pulmonary manifesta- 
tions are said to be due to (1) the passage of 
cercaria through the pulmonary blood vessels, 
(2) allergic factors or (3) toxic effects.— Pul- 
monary Manifestations Caused by Schistosoma 
Japonicum, (not signed), Bull. U. S. Army 
Med. Dept., November, 1946, 6: 505.—(O. Pin- 
ner) 


Bronchopulmonary Geotrichosis.—Geotri- 
chum, first described by Link in 1809, in many 
respects resembles Blastomyces dermatitidis 
and Coccidiodes immitis. The genus is 
mostly saprophytic but infections have been 
reported in man. Smith has emphasized that 
patients with clinical symptoms of chronic 
bronchitis or pulmonary tuberculosis who have 
white mucoid sputum containing grayish flakes 
should be suspected of having an infection with 
Geotrichum. The organisms can be cultured 
on Sabouraud’s media. A 22-year-old colored 
soldier, at one time stationed in Texas, de- 
veloped chest pain, night sweats, weakness, 
productive cough and weight loss. Sputum 
examination revealed no tubercle bacilli or 
fungi and roentgenograms showed diffuse 
mottling throughout both lung fields. Spu- 
tum cultures revealed fungi of the genus Geo- 
trichum. The pulmonary infiltrations cleared 
in three months on intravenous sodium iodide 
and oral potassium iodide.—Bronchopul- 
monary Geotrichosis, R. H. Kunstadter, R. C. 
Pendergrass & J. H. Schubert, Am. J. M. 
Sc., May, 1946, 211: 583.—(G. F. Mitchell) 


Pulmonary Torulosis.—Torulosis has been 
reported by a number of writers. Burger and 
Morton, on reviewing the literature, collected 
100 cases to which they added 4. Lung in- 
volvement alone is rare, but patients with 
either central nervous system or generalized 
involvement often have pulmonary involve- 
ment. Roentgen findings are not characteris- 
tic, but they may suggest such a diagnosis. 
In a case reported by Swanson and Smith, 
which was seen in consultation with the au- 


2 ABSTRACTS 


thors, the diagnosis was made from sputum 
studies and the pulmonary lesion showed re- 
gression after treatment. The case here re- 
ported is that of a 24-year-old WAC who de- 
veloped pleuritic pain in July, 1943 and whose 
roentgenogram revealed a round opacity in the 
upper portion of the left lower lobe. The 
symptoms were mild and subsided on hos- 
pitalization. The girl’s tuberculin test was 
negative. The blood count remained elevated 
though the patient was asymptomatic except 
for a mild cough for approximately six months. 
X-ray films at this time revealed multiple ex- 
cavations. After potassium iodide was 
started in November, 1943, the patient de- 
veloped chills and fever which persisted for 
eight days. Symptoms of central nervous 
system involvement occurred in January, 
1944. Tortula histolytica was isolated from 
the spinal fluid. Potassium iodide produced 
some clearing of the chest lesions, but there 
was no clinical improvement. Sulfathiazole 
and penicillin had no effect and bacteriological 
assays of cultures made with sulfa drugs and 
penicillin revealed vigorous growth. A local- 
ized pleurisy, a circular hemorrhagic loculated 
lesion containing reddish-brown gelatinous 
necrotic material and irregular foci of gray 
consolidations resembling bronchopneumonia 
were found at autopsy. Circumscribed re- 
gions of complete loss of brain substance were 
found in the occipital lobe and mid-brain. 
The inflammatory reaction in both lungs and 
brain was slight. Torulosis frequently is seen 
as pulmonary lesions which often antedate 
central nervous system involvement. Since 
the pulmonary lesions are usually asympto- 
matic and may be found on routine examina- 
tions or because of mild symptoms, torulosis 
should be considered though tuberculosis may 
be suspected— Pulmonary Torulosis, J. B. 
Hamilton & G. R. Tyler, Radiology, August, 
1946, 47: 142.—(G. F. Mitchell) 


Thresher’s Lung.—This syndrome is de- 
scribed in 8 patients, all of whom had been 
exposed to the dust from mouldy (“‘burned’’) 
grain. It is believed to be caused by monilia, 
although it is pointed out that monilia is fre- 


quently an insignificant saprophyte in the 
respiratory tract. The disease is charac- 
terized by a sudden onset with chill, fever, 
malaise, cough and mucopurulent or bloody 
expectoration. Dyspnea is the most impor- 
tant and persistent symptom. Fine bronchial 
rfles are heard over the bases,a slight leucocy- 
tosis is usually present and the sedimentation 
rate is increased. Roentgenograms reveal 
pictures similar to miliary tuberculosis, but 
the fine mottling is densest in the parahilar re- 
gions and the bases, while the apices are re- 
latively free. The X-ray signs may disap- 
pear or may result in patchy fibrosis with 
bronchiectasis. The disease is similar to, or 
identical with, the “tea taster’s cough,” as 
described by Castellani and the Bronchomy- 
cosis fenicisiorum, as described by Fawcitt. 
Similarities with sarcoidosis are pointed out, 
particularly the negative tuberculin reaction, 
which remained negative even following BCG 
vaccination. Potassium iodide seemed to be 
of benefit, particularly in the milder cases. 
Ten excellent chest roentgenograms illustrate 
the roentgenological findings. The literature 
on dust inhalation and moniliasis is discussed. 
—Thresher’s Lung, E. Tornell, Acta med. 
Scandinav., 1946, 125: 191.—(M. Pinner) 


Coccidioidomycosis.—The clinical features 
of the disease are discussed primarily from the 
standpoint of differentiating and specific char- 
acteristics which distinguish the disease from 
other acute and chronic pulmonary infections. 
The coccidioidin skin test has a high degree of 
specificity and parallels the tuberculin test in 
its mode of action. Precipitin and comple- 
ment fixation tests have proved valuable, not 
only for diagnosis but also for prognosis. 
Ninety-six coccidioidal pulmonary infections 
which persisted for months or years following 
the acute initial phase of the disease are dis- 
cussed according to predominant roentgeD 
manifestations, as follows: (1) nodular par- 
encymal foci; (2) cyst-like cavities; (3) per- 
sistent pneumonitis; (4) mediastinal and hilar 
adenopathy; (5) pleural effusion; (6) miliary 
lung involvement, metastatic bone foci and 
other evidences of dissemination. The roent- 
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gen findings are correlated with associated 
clinical history. Twenty-three nodular and 
35 cystic foci were shown to be extremely in- 
dolent, benign in character and slow in evolu- 
tion. Twenty-one patients with persistent 
pneumonitis required hospitalization for many 
months. Mediastinal adenopathy was the 
predominant roentgen characteristic of 9 cases 
until the fatal miliary spread occurred. Fac- 
tors which influence dissemination are dis- 
cussed with emphasis on the racial factor. 
Negroes are about 100 times as likely to 
develop fatal disseminated coccidioidomycosis 
as white persons. White persons are more apt 
to develop a meningeal type of coccidioidal 
dissemination, while Negroes show a higher 
incidence of subcutaneous abscesses. Dissem- 
ination, when it occurs late, appears to be of 
less ominous prognostic significance than when 
occurring within the first few days or weeks of 
the initial acute illness—(From the author’s 
summary.)—A Roentgen Study of Chronic 
Pulmonary Coccidioidomycosis, H. W. Jami- 
son, Am. J. Roentgenol., April, 1946, 55: 396. 
—(P. Lowy) 


Coccidioidomycosis.—A detailed epidemio- 
logical investigation of coccidioidomycosis was 
carried out in four Army air fields in the San 
Joaquin Valley, California. Theinvestigation 
was based on coccidioidin testing permanent 
personnel and at first annually, later semi- 
annually, retesting the negative reactors. 
The pattern of geographic distribution of coc- 
cidioidal endemicity showed an increase in the 
southern part of the San Joaquin Valley witha 
decrease as one proceeds northward. Maxi- 
mal incidence occurred in the arid dusty 
summer and autumn months. The seasonal 
infection rate showed that dust was the mech- 
anism by which the fungus was transported. 
Grassing, paving roads and runways and ulti- 
mately the use of highly refined oil on athletic 
areas were important local dust control 
Measures. This control reduced infection 
rates from one-half to two-thirds.— Effect of 
Season and Dust Control on Coccidiotdomyco- 
ss, C. E. Smith, R. R. Beard, H. G. Rosen- 


berger & E.G. Whiting, J. A.M. A., December 
7, 1946, 132: 883.—(H. Abeles) 


Streptococcal Miliary Infiltrations of Lung. 
—The existence of an infiltration of lung tis- 
sue, giving rise to radiological shadows almost 
identical with those of pulmonary tuberculosis 
but not apparently connected with the tu- 
bercle bacillus, is well known. A case of an 
apparent acute streptococcal miliary infiltra- 
tion of the lungsis described. A woman, aged 
20, was admitted to the hospital, almost mori- 
bund, as a case of acute leukemia. She pre- 
sented a picture of gross anemia and a virulent 
infection. She gave a history of increasing 
fatigue, weakness and pallor over the past two 
to three months. Immediately before admis- 
sion, in addition to aggravation of these symp- 
toms, she had noticed acute dyspnea on exer- 
tion, attacks of giddiness and palpitation, and 
a slight cough on the morning of admission. 
Seven weeks before the onset of this illness she 
had attended a mass radiography clinic, where 
her lung fields were reported as clear. On ad- 
mission she was grossly anemic, too weak to 
cough and very “bubbly;” her respirations 
were shallow and rapid; the pulse was 
rapid and irregular; temperature 101°F. 
Chest examination showed scattered crepita- 
tions throughout both lung fields and broncho- 
vesicular breath sounds. There was no 
lymphadenopathy or splenomegaly. X-ray 
examination of the chest showed diffuse 
miliary infiltration of all zones of both lungs 
but the apices were singularly clear. Re- 
peated examination of the sputum (laryngeal 
mirror) showed an almost pure growth of 
hemolytic streptococci but no tubercle bacilli. 
Blood transfusions, penicillin, one million units 
in six days, and supportive therapy resulted in 
complete subsidence of symptoms. Serial X- 
ray examinations of the chest showed progres- 
sive resolution and within ten days the miliary 
infiltration had completely resolved. Achlor- 
hydria gastrica was discovered. The author 
assumes that this patient had had a simple 
achlorhydric anemia for some months and that 
a streptococcal infection had rendered her a 
victim of streptococcal septicemia with a pul- 
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monary localization of a miliary appearance. 
—~Streptococcal Miliary Infiltration of the 
Lungs, P. Elliman, Brit. M. J., January 26, 
1946, 1: 127.—(D. H. Cohen) 


Tomography in Pneumonia.—The radio- 
logical aspects of 13 cases of childhood pneu- 
monia are discussed. The common feature of 
all X-ray pictures was the so-called pneu- 
monic triangle in the right upper lobe, the apex 
pointing towards the hilum and the base to- 
wards the axilla. Tomographic studies re- 
vealed that the area of consolidation was 
present at all levels, demonstrating the in- 
volvement of the peripheral as well as of the 
central layers of the lung. The triangular 
outline was most sharply defined at the 7 and 
9 cm. levels —M. Mouriquand & J. Savoye, 
Presse méd., October, 1946, 635.—( V. Leites) 


Pneumatocele in Pneumonia.—Pneumato- 
cele (synonymous with emphysematous bulla 
or “benign cavity”) is a frequent occurrence 
during the course of pneumonia in children. 
It is essentially a roentgenological diagnosis, 
the incidence depending on the frequency of 
roentgenograms taken during the disease. 
The phenomenon is brought about by a check 
valve action of an inflammatory mucosal swell- 
ing of the bronchus, thus creating obstructive 
emphysema. Lister demonstrated the posi- 
tive pressure by manometric measurements in 
a six-month-old infant. The readings varied 
between plus 2 and plus 4 mm. of mercury on 
inspiration, and plus 4 and plus 10 mm. on ex- 
piration. Laurell produced emphysematous 
blebs and bullae which cast ring shadows in 
the roentgenogram by inflating excised calf 
lungs; microscopically they ‘‘were revealed to 
be belts of compressicn atelectasis of the 
alveoli contiguous with the border of the em- 
physematous air pocket.” The differential 
diagnosis comprises: (1) acute pulmonary ab- 
scess; (2) aputrid pulmonary necrosis due to 
infarction; (3) tuberculous cavity; (4) locu- 
lated pneumothorax; (5) congenital pulmo- 
nary cyst; (6) regional obstructive emphysema 
in the form of pneumatocele. Pneumatoceles 
may appear in minimal or in extensive pneu- 


monia at any stage, they usually produce no 
symptoms and regress spontaneously during 
a few days to several months. Complications 
are rare, but there may be rupture with spon- 
taneous pneumothorax. One case was re- 
ported in which a large pneumatocele caused 
dyspnea, cyanosis and cough. The authors 
tabulate 7 cases of their own which occurred 
within eleven months, among 50 cases (14 per 
cent) of pneumonia in children; one of the 
most severe cases is described in detail. The 
lesion always occurred in the area involved by 
the pneumonia. The pneumonia varied con- 
siderably in severity and duration (from seven 
to forty days). The pneumatocele appeared 
from the second to the twenty-fifth day after 
onset of the pneumonia. More than one 
pneumatocele developed in 3 cases. The size 
varied from 1 to 3 em. in diameter. Fluid 
levels were present in 5 cases. The pneumat- 
ocele lasted from four to forty-one days after 
discovery. In uncomplicated pneumatoceles 
no treatment is indicated —Pneumatocele 
During the Course of Pneumonia in Children, 
J.R. Almklov & A. Hatoff, Am..J. Dis. Child., 
November, 1946, 72: 521.—(O. Pinner) 


Loeffler’s Syndrome.—Creeping eruption 
(cutaneous helminthiasis) is characterized by 
serpiginous elevated reddish tunnels or bur- 
rows, usually at the exposed surfaces of the 
skin, it is caused by nematodes (filariform lar- 
vae of Ancylostoma braziliense). Of 52 cases 
of creeping eruption who were studied for four- 
teen days or longer, 26 developed Loeffler’s 
syndrome. With the exception of mild cough 
in 9 cases, there were no symptoms. There 
was eosinophilia of blood and _ sputum. 
Roentgen examination revealed patchy lung 
infiltrations. Neither nematodes nor ova 
were found in 204 stool examinations. No 
nematodal larvae were found in 381 sputum 
examinations. The sedimentation rate was 
normal in most cases. The pulmonary lesions 
are believed to be due to an antigenic respons 
to the larvae or their exotoxin. The treat- 
ment of the cutaneous lesions consists in the 
application of ethyl chloride. The pulmonary 
lesions subsided with the treatment of the skin 
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lesions.— Loeffler’s Syndrome Associated with 
Creeping Eruption (Cutaneous Helminthiasis): 
Report of Twenty-Six Cases, D. O. Wright & 
E. M. Gold, Arch. Int. Med., September, 1946, 
78: 808.—(G. C. Leiner) 


Loeffier’s Syndrome.— A 26-year-old woman 
whose routine chest X-ray film showed a small 
oval ill defined opacity in the right mid-lung 
field and whose differential count showed up to 
67 per cent eosinophils in the blood was found 
to have many ova of Trichiurts trichiura in 
the stool. The X-ray film appeared to clear 
spontaneously and the eosinophilia gradually 
decreased and disappeared after treatment for 
the infestation. A 47-year-old soldier ad- 
mitted to the hospital with symptoms of 
cough, fever, weight loss and generalized 
chest pains, with changing infiltration on suc- 
cessive X-ray examinations, and a blood 
eosinophilia of from 12 to 25 per cent was 
treated with arsenicals, antimony and emetine 
on suspicion of schistosomiasis or other unde- 
termined infestation, and had numerous re- 
lapses before he finally cleared after nearly two 
years of treatment. The first case seems to 
fit the original description by Loeffler, the 
other may be related but is much more severe 
and protracted, and differs in other manifes- 
tations — Pulmonary Infiltrations Associated 
with Blood Eosinophilia, Capt. 1. Grayce, Clin. 
Proc., (J. Cape Town Post-graduate Med. A.), 
July, 1946, §: 195.—(E. Bogen) 


Suppurative Pneumonitis.— The criteria for 
inclusion in this series of 27 cases of spreading 
suppurative pneumonitis were pneumonitic 
changes associated withcavity formation and 
a productive cough with purulent sputum. 
In the early stages, roentgenograms showed a 
homogeneous opacity which was not com- 
pletely segmental. Later a translucent patch 
appeared in the opaque area indicating soften- 
ing and excavation. In 9 cases, the earliest 
lesions were located in areas where acute pu- 
trid abscesses rarely are found. Subse- 
quently, there was direct extension of the con- 
solidation to the immediately adjoining areas. 
This was associated with some degree of reso- 


lution in the original area; then, the newly in- 
volved area underwent cavitation. In most 
cases, the whole lung was involved at some 
time or other. Transient cavities generally 
appeared as translucent areas with smooth 
walls. Persistent cavities had irregulaar walls 
with serpigenous outlines. In these, the 
tributary bronchi usually were patent. After 
subsidence of the acute process, there was con- 
siderable residual damage in the form of fibro- 
sis and bronchiectasis. Cavities persisted in 
11 cases. Twenty-five of the patients were 
middle-aged males. The clinical course was 
characterized by cough, copious expectoration 
of purulent sputum, chest pain, sweating and 
prostration. Physical signs were variable and 
at times indicated bronchopneumonia, con- 
solidation or cavitation. In 23 cases, the 
sputum had a fetid odor at one time or other. 
No organisms of etiological significance were 
found. Remissions and relapses were char- 
acteristic of the clinical course. Pathological 
changes were ascertained by autopsy in 6 
out of 10 fatal cases and in 3 pneumonectomy 
specimens. There were extensive adhesions, 
thickening of the septa, areas of emphysema, 
collapse and pneumonitis, multiple abscess 
cavities and enlargement of lymph nodes. 
There was nothing specific about the his- 
tological picture of the abscess cavities. 
These were often multiple, with bronchial 
communications. Different cavities in the 
same lung varied. The cavities often were 
epithelialized. Bronchiectasis was not a 
prominent feature. A sharp differentiation 
between putrid and non-putrid abscess is not 
valid. A new classification of pulmonary 
abscess is suggested. The prognosis is poor. 
There were 10 deaths. The average duration 
of hospitalization in the surviving cases was 
eight and one-half months. Of these, 8 im- 
proved, but had residual symptoms. There 
were only 5 cures with conservative therapy; 
the other 4 cures were accomplished by pneu- 
monectomy. Sulfonamide drugs were dis- 
appointing. Penicillin gave better results, 
especially in the acute stages. Drainage 
operations and collapse measures were com- 
pletely unsuccessful. The indications for re- 
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section (usually pneumonectomy) were (1) as 
a life-saving measure during the acute stage 
and (2) the advanced chronic stage, charac- 
terized by cavitation and bronchiectasis.— 
Spreading Suppurative Pneumonitis, T. H. 
Sellors, L. G. Blair, L. E. Houghton, J. C. 
Thompson & D. M. Pryce, Thorax, September, 
1946, 1: 146.—(A. G. Cohen) 


Intrabronchial Penicillin.—The paper is 
based on 63 cases of pulmonary abscess treated 
with endobronchial instillations of penicillin. 
A general review of bronchial divisions and 
pulmonary segments is given, illustrated by 
X-ray films of the bronchial catheter in the 
various positions. The majority of abscesses 
(40 per cent) were localized in the dorsal 
superior segment, 13 per cent in the apical seg- 
ment, 15 per cent in the anterior segment of 
the right middle lobe, 13 per cent in the apex of 
the lower lobes. It was in most cases possible 
to direct the catheter into the bronchial divi- 
sion of the involved pulmonary segment and 
to instill the penicillin at the proximity of 
the abscess or even into the abscess itself. 
Good clinical and roentgenological results 
were obtained in 40 per cent of cases; 32 per 
cent were greatly improved.—Aspects radio- 
logiques des cathéterismes zonaires du poumon 
au cours de la pénicillinothérapie endo-broncht- 
que, des abscés pulmonaires, C. Mattei, M. 
Tristan & A. Barbe, Presse méd., October, 
1946, 688.—( V. Lettes) 


Monaldi Drainage of Lung Abscess.—A 
large pulmonary abscess situated in the right 
lower lung field was treated by the Monaldi 
method of aspiration. The temperature be- 
came normal after five days. Fifty to 75 cc. 
of pus were evacuated daily, using negative 
pressures of 75 to 100 cm. water. After five 
weeks the abscess was not visible on X-ray 
films. Lipiodol studies showed that the drain- 
ing bronchus had remained open. The tube 
was withdrawn after fifty days. The external 
opening closed up in less than one week. 
There was a marked improvement of the gen- 
eral condition. The patient was kept for 
further two months under observation with- 


out showing signs of relapse.— Un cas d’ab- 
scés du poumon traité par drainage et aspiration 
continue, A. Lemanissier & G. Forestier, Rev, 
de la tuberc., 1944-45, 9: 300.—( V. Leites) 


Respiratory Diseases.—All patients with 
acute disease of the respiratory tract of any 
type admitted to a large station hospital were 
studied. Hemolytic streptococci of group A 
were isolated from the throats or the naso- 
pharynges of 342 men. Of these, 300 (87.7 
per cent) showed antibody response. In 788 
per cent there was severe or extremely severe 
sore throat. Headache was present in 77.8 
per cent, general aching in 59.4 per cent, 
chills in 63 per cent, cough in 42.3 per cent, 
hoarseness in one per cent. Tonsillar and 
pharyngeal exudate in small amounts was 
present in 18.3 per cent, in large amounts in 44 
per cent. No exudate was found in 37.7 per 
cent of the patients with proved hemolytic 
streptococcus infection. Edema of the 
pharyngeal tissues was seen in 85.7 per cent. 
Redness of the palate, anterior pillars and 
other pharyngeal tissues was absent in only 3 
per cent. Tenderness of the anterior cervical 
lymph nodes was found in 80.9 per cent, fever 
in nearly all patients. The total leucocyte 
count was increased in 76.9 per cent, the eryth- 
rocyte sedimentation rate was accelerated in 
91.3 per cent. The tonsils had been removed 
in 33 per cent of the men with streptococcic 
infections and in 34.4 per cent of the men with 
nonstreptococcic infections. Exudate and 
edema were more extensiveand more frequent 
in the presence of tonsils than in their absence. 
A scarlatiniform rash was observed in 27 pa- 
tients. Febrile hemolytic streptococcus in- 
fection may be present in persons with only 
slight abnormalities of the throat. In 10 per 
cent of the patients with proved streptococcit 
infection there was no or only minimal swelling 
of the throat. No hemolytic streptococci 
could be isolated from the nasopharynges of 
throats of 871 patients with symptoms and 
signs of disease of the respiratory tract. Of 
these, 66.3 per cent showed no or minimal sore 
throat, 83.3 per cent had cough, 13.1 per cent 
developed hoarseness. No exudate wa 
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present in the throat of 95 per cent. In 15 
patients there were large amounts of tonsillar 
exudate. Edema of the nasopharyngeal tis- 
sues was present in 10.9 per cent, redness in 
23.8 per cent, adenitis in 13.6 per cent. Ten 
per cent of the patients with definite nonstrep- 
tococcic diseases presented signs suggesting 
infection by hemolytic streptococci. Group A 
hemolytic streptococci were present in the 
throats of from 5 to 20 per cent of the healthy 
camp population. No method is available for 
differentiating the nonstreptococcic infection 
of the respiratory tract which occurs in a 
hemolytic streptococcus carrier. Ten percent 
of nonstreptococcic infections resemble clini- 
cally those caused by streptococci. Ten to 20 
per cent of them occur in hemolytic strepto- 
cocci carriers. Therefore, one to 2 per cent of 
norstreptococcic infections will be believed 
erroneously to be streptococcie infections.— 
Hemolytic Streptococcic and Nonstreptococcic 
Diseases of the Respiratory Tract: A Compara- 
tive Clinical Study, L. A. Rantz, P. J. Boisvert 
& W.W. Spink, Arch. Int. Med., October, 1946, 
78: 8369.—(G. C. Leiner) 


Virus Infections.—Virus infections of the 
respiratory tract account for 32 per cent of the 
home visits and for 15 per cent of the office 
visits of the general practitioners. They are 
rarely a direct cause of death but they precede 
or incite many other serious infections. The 
causative agents are harbored in patients and 
in asymtomatic carriers who serve as migra- 
tory sources of infection. Epidemics are most 
common and most wide-spread in winter but 
they occur in all seasons and in all climates. 
Immunity is believed not to last beyond 
several weeks or months after an attack, 
except in influenza. Local resistance appears 
to be largely dependent on an intact mucous 
membrane with its normal coating of mucus 
kept in motion by gravity and ciliary and 
muscular activity. In spite of many similiari- 
ties the following entities can be distinguished 
on the basis of clinical, epidemiological and 
etiological factors: the common cold, pharyn- 
gitis and tonsillitis, grip, febrile catarrh, viroid, 
influenza Aand B. The common cold attacks 


the nasal lining. Pharyngitis and tonsillitis 
cause sore throat. Constitutional symptoms 
predominate in grip and febrile catarrh. Vi- 
roid includes the nonpneumonic forms and 
viral pneumonias. It is characterized by dry 
inflamed membranes with cough. Influenza is 
clinically indistinguishable from other viral 
infections but its etiological diagnosis is essen- 
tial for the efficient use of the anti-influenza 
vaccine. In recent years wide-spread epi- 
demic diseases have been observed in which 
symptoms of gastro-intestinal disorder pre- 
dominate over those arising from the respira- 
tory tract. This group is called viral dys- 
entery. Preventive measures such as cold 
vaccines, diet, tonsillectomy are of no value. 
Except for influenza vaccine there is no specific 
vaccine. Obstructive adenoids may bear a 
relationship to frequent colds and should be 
corrected surgically. Nothing can be done to 
shorten attacks of viral infections of the 
respiratory tract. A critical appraisal of 
many preventive and therapeutic measures in 
common use shows them to be of no avail. 
Rational therapy consists of rest and anal- 
gesics if necessary. Vasoconstrictive drugs 
should be used as seldom as possible. Inhala- 
tion of steam, lozenges or codein in small doses 
may be helpful in combating a cough caused by 
irritation or dryness of the upper respiratory 
passages.— Viral Infections of Respiratory 
Tract: Their Treatment and Prevention, H. A. 
Reiman, J. A. M. A., November 2, 1946, 132: 
487 .—(H. Abeles) 


Miliary Virus Pneumonia.—The recognition 
of this form of virus pneumonia is of impor- 
tance because of the roentgenological simi- 
larity to miliary tuberculosis, and the marked 
difference in prognosis. Seven cases of miliary 
virus pneumonia are described, of which 4 were 
fatal. After prodromal symptoms of several 
days to weeks, the patients became acutely 
and seriously ill with fever and severe cyanosis 
and dyspnea. Recovery ensued slowly over a 
period of from ten days to six weeks, and death 
was observed from fourteen to forty-five 
days. The immediate cause of death was 
slowly developing circulatory failure. Physi- 
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cal examination, in addition to the obvious 
cyanosis and dyspnea, revealed rather tym- 
panitic lungs with many fine and medium 
moist rales, similar to those heard in pulmo- 
nary edema. The laboratory studies showed 
only rarely elevation of white cell counts, but 
in all cases a marked increase in the neutro- 
phils and a shift to the left, with toxic granula- 
tions, was observed. X-ray films showed 
typical miliary foci throughout both lungs, 
which, in contrast to those of miliary tubercu- 
losis, were less dense in the upper lobes. The 
cold agglutinin titer was markedly elevated in 
3 out of 4 cases in which this test was done. 
Postmortem examination showed a remark- 
ably uniform picture. There were small 
bronchopneumonic foci scattered throughout. 
Some alveoli were filled with cellular exudate, 
but the majority showed invasion by new con- 
nective tissue with fibroblastic proliferation 
and many new capillary loops. The bron- 
chioli were almost invariably included in this 
proliferative process and a true obliterating 
fibrous bronchiolitis was thus observed. The 
interalveolar septa were infiltrated with cells 
and widened. Hemorrhagic tracheitis or 
bronchitis was notably absent. Treatment is 
generally supportive, consisting of oxygen and 
penicillin and sulfa therapy. Convalescent 
blood should be given as it seems to have been 
of distinct value in the one case in which it was 
procured. Care should be exercised in deter- 
mining the proper blood group because of the 
possible error involved in a case with a high 
cold agglutinin titer — Uber miliare Pneumonie 
von eigenartig schwerem Verlauf, W. Léffler 
& S. Moeschlin, Schweiz. med. Wehnschr., 
September 7, 1946, 76: 815.—(H. Marcus) 


Chemical Pneumonitis.—Seventeen cases of 
a peculiar delayed pneumonitis were observed; 
all worked in a fluorescent lamp manufactur- 
ing concern where beryllium compounds are 
used. Symptoms developed only after long 
periods of exposure; in some patients, symp- 
toms appeared as long as three years after dis- 
continuing work. A great variety of symp- 
toms were seen but chiefly the patients com- 
plained of anorexia, weight loss, dyspnea on 


exertion and cough. Blood counts and sedi- 
mentation rates showed only slight deviations 
from normal. Tubercle bacilli were never re- 
covered from any of these patients. Fever 
was low grade except for terminal elevation. 
In the early stages, chest films revealed a fine 
diffuse sandpaper appearance. Subsequently, 
a diffuse reticular pattern appeared on the 
granular background to be followed, in the 
progressive cases, by distinct scattered nod- 
ules. Sulfonamide and penicillin therapy 
was not effective. Six patients died after ill- 
nesses of months and years. Six patients 
showed gradual improvement, one is com- 
pletely well and 4 are still ill and disabled. 
Postmortem examination of one patient re- 
vealed diffuse granulomatous infiltration and 
fibrosis of the lungs and hilar lymph nodes. 
The cellular infiltrations were composed of 
lymphocytes, plasma cells, macrophages, epi- 
thelioid cells and giant cells; these cells were 
diffusely spread without any particular ar- 
rangement. Similar granulomatous changes 
were present in the liver. The spleen was en- 
larged and fibrotic. The right side of the 
heart was markedly dilated and hypertro- 
phied. The etiology of this condition is not 
yet clear. Histologically, there are certain 
similarities to Boeck’s sarcoidosis. The com- 
mon occupational environment is suggestive. 
The authors believe that exposure to beryllium 
compounds is of etiological significance.—De- 
layed Chemical Pneumonitis Occurring in 
Workers Exposed to Beryllium Compounds, 
Harriet L. Hardy & I. R. Tabershaw, J. In- 
dust. Hyg. & Tozxicol., September, 1946, 28: 
197.—(H. R. Nayer) 


Cystic Disease of Lung.—Included in this 
group are a number of conditions variously 
called pulmonary cysts, bronchogenic cysts, 
congenital cystic disease of the lungs and pneu- 
matoceles. Here also are the cyst-like cavities 
sometimes produced by bronchiectasis. The 
following working classification is offered: 


I. True developmental or so-called congeni- 
tal cysts of the lungs, including some of the 
bronchogenic or broncho-alveolar cysts. 
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IJ. Acquired cysts: 
a. “Cystic” bronchiectasis. 
b. Other pulmonary cysts. 

(1) Pneumatoceles. 

(2) Abscess cysts. 

(3) All other types; these arise from in- 
fection, penetrating wounds, nox- 
ious gasses, hemorrhagic effusions, 
etc. 

(4) Emphysematous blebs. 

(5) Emphysematous bullae. 


The developmental cysts are usually large, 
from 4 cm. up to huge dimensions. The 
cyst occupies an eccentric position in relation 
to its communicating bronchi which are 
normal, though often small and imperfect. 
The essential histological picture is one of 
uniformity in the lining membrane which 
maintains the regular character of the bron- 
chial epithelium which is in contrast to the 
disorderly arrangement and erratic grouping 
of the supporting structures of the wall. 
In cystic bronchiectasis the cysts are smaller 
(2 to 4 cm.), located usually in basilar lobes; 
the bronchi enter cysts directly and always 
show dilatation and thickening of wall. The 
pneumatocele has no epithelial lining and, 
therefore, may subside spontaneously. In 
clinical practice it is difficult to be certain 
which cysts are of the developmental type 
and which are acquired. The large cysts 
found in accessory or aberrant pulmonary 
tissue are probably congenital. The picture 
at operation may be very simple and un- 
‘complicated or it may be very bizarre in the 
presence of hemorrhage and _ infection. 
Hemoptysis or even severe pulmonary hem- 
orrhage is not uncommon and was found in 
73 per cent of this series. These cases 
because of their cough, sputum and 
hemoptysis are frequently diagnosed tuber- 
culosis. Bronchoscopy is of value before 
surgery to rule out the possibility of other 
bronchial lesions and to aid in the localization 
of the cyst. A large infected cyst very 
closely resembles a loculated empyema. 
The ideal treatment is complete operative 
removal of the cystic portion of the lung. 


Drainage of the cysts and other supple- 
mentary operations are usually not satis- 
factory.—Cystic Disease of the Lungs and 
Its Relationship to Bronchiectatic Cavities, 
J. A. Dickson, O. T. Clagett & J. R. Me- 
Donald, J. Thoracic Surg., June, 1946, 15: 
196.—(W. M. G. Jones) 


Pulmonary Cyst.—Case report of a 4-year- 
old child who developed fever following 
measles. X-ray films revealed large cystic 
formations in the right lower lung field. 
Tuberculin test and gastric lavage were 
negative. Infected congenital cysts or giant 
emphysematous bullae were considered as a 
differential diagnosis. A right spontaneous 
pneumothorax and empyema developed one 
week later and were treated with tube 
drainage. Complete reéxpansion ensued. 
X-ray films a few months later showed 
complete disappearance of all abnormal 
shadows in the right lung field.—Jmages 
pulmonaires pseudo-cystiques, pneumothorax 
spontané, guérison, F. Toury & J. Vicatre, 
Rev. de la tuberc., 1946, 10: 48.—(V. Leites) 


Pulmonary Cysts.—Two types of cysts are 
commonly recognized: (1) bronchial cysts, 
whose inner lining reveals bronchial epi- 
thelium and whose wall contains smooth 
muscle, glands and cartilage; (2) giant 
emphysematous bullae, the development of 
which is due to progressive atrophy of alveolar 
walls. Giant bullae are believed to be 
acquired in the course of life due to inflam- 
matory or trophic changes of the alveolar 
walls. They appear in conditions associated 
with pulmonary sclerosis, (tuberculosis, 
silicosis), generalized emphysema or stenosis 
of the stem bronchi. It is commonly thought 
that bronchial cysts are of congenital origin. 
The authors believe that this concept is not 
sufficiently confirmed by facts. In _ their 
opinion no histological proof exists, which 
could ascertain the congenital or acquired 
origin of a cyst. The origin has to be 
evaluated with the help of all data in each 
single case. It is emphasised that in numer- 
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ous specimens of congenital cysts, the char- 
acteristic histological features, as described 
above, were absent. On the other hand, 
the fibrous wall of an acquired cyst with 
associated inflammatory changes showed 
bronchial structures (muscular, adenomatous 
and cartilaginous tissue), corresponding to 
dissociated elements from a_ neighboring 
bronchus involved in the process of inflam- 
mation and fibrosis, or to muscular and 
pseudoadenomatous new-formations fre- 
quently seen in chronic inflammations of the 
lung. Thus, acquired bronchial cysts (or 
cystic bronchiectasis) may be due to an 
obstruction or a peribronchial inflammation 
of the stem bronchus. Chronic pulmonary 
abscesses with secondary epithelialization 
may be _ indistinguishable clinically and 
roentgenologically from bronchial cysts. In 
these cases the differential diagnosis between 
abscess cavity, secondary suppuration in a 
congenital cyst and giant cystic bronchiectasis 
can only be made by detailed histological 
examination of the cavity wall at different 
points—A propos de l’origine acquise de 
certains kystes pulmonaires bronchiques de 
Vadulte, Santy, Berard, Galy & J. Dumarest, 
Le Poumon, January-February, 1946, 2: 
5.—( V. Leites) 


Experimental Asbestosis.—Experiments 
were carried out on four groups of rabbits: 
(1) intratracheal introduction of 100 mg. of 
Rhodesian asbestos fibers 15 yw long, at 
monthly intervals; (2) same, but with the ad- 
dition of 2 mg. of metallic aluminium to each 
dose; (3) as in group 1, but with fibers only 
2.5 uw long; and (4) same, but with added alumi- 
nium. In all groups, the lungs showed foreign 
body reactions. In the long-fiber experi- 
ments, there was a nodular reticulosis compa- 
rable tothe silicotic nodule. In the short-fiber 
experiments, there was diffuse interstitial 
reticulosis. The addition of aluminium did 
not influence the effect of the asbestos 
particles—The Effect of Asbestos and of 
Asbestos and Aluminium on the Lungs of 
Rabbits, E. J. King, J. W. Clegg & V. M. 


Rae, Thorax, September, 1946, 1: 188.—(A. 
Cohen) 


Thoracic Wounds.—Broad principles of 
therapy are presented, based on the experience 
of an auxiliary surgical group in the manage- 
ment of about two thousand thoracic 
casualties in the Mediterranean theater. 
This group worked in a field hospital; the 
bulk of thoracic cases consisted of open 
pneumothoraces, thoraco-abdominal wounds, 
wounds of the heart, esophagus, trachea or 
large bronchi, wounds with severe continuing 
hemorrhage and wounds with pressure 
pneumothorax. The group also participated 
in the work of base section hospitals. The 
early treatment of thoracic wounds, except 
for external débridement, is conservative. 
Thoracotomies within the first forty-eight 
hours for removing metallic foreign bodies, 
evacuation of a hemothorax or the suture of s 
lacerated wound yield an increase in the 
empyema rate, poorly expanded lungs and a 
higher mortality, when compared with similar 
operations done at a later time. Emergency 
service comprises: (1) replacement of blood 
loss by transfusion; (2) relief of pain and 
restlessness, but morphine must be used 
with great caution (for thoracic wall pain, 
intercostal nerve block was found most 
effective); (3) cardiorespiratory stabilization 
by a combination of thoracocentesis if more 
than 500 cc. of blood are present, auto- 
transfusion, intercostal insertion of a needle 
attached to a water-trap bottle if there is 
pressure pneumothorax, oxygen, occasionally 
continuous Wangensteen suction, establish- 
ment of adequate airways; (4) prevention of 
infection. Traumatic wet lung, a syndrome 
characterized by increased pulmonary secre 
tion and faulty bronchial drainage, may be 
the sole cause of death. This is associated 
with a constant, inefficient cough, dyspnea, 
at times pulmonary edema, asthmatoid con- 
ditions or hemoptysis, and lobar atelectasis 
during the later phase. The treatment 
consists of control of the thoracic wall pail 
by nerve block, frequent change of the 
patient’s position, carbon dioxide, aspiration 
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of bronchopulmonary secretions, if necessary 
by bronchoscopy. For pulmonary edema 
atropine is given intravenously; oxygen and 
yenesection may be indicated. Chemo- 
therapy should be but an adjunct to surgery. 
In thoracic wounds crystalline sulfanilamide 
has been used routinely. Sulfadiazine has 
been replaced by penicillin more recently. 
The important réle of a competent anesthetist 
is stressed. Adequate equipment has been 
available for endotracheal technique and 
positive pressure. Most frequently oxygen- 
ether vapor has been employed. Broncho- 
scopic aspiration has become almost a routine 
procedure at the end of operation. Sucking 
wounds are treated with simple occlusion on 
the battlefield. Thoraco-abdominal wounds 
are frequent, they have a fatality of about 
35 per cent. Separate thoracotomy and 
laparotomy should be avoided if possible. 
In right-sided injuries laparotomy is almost 
always necessary. Frequently the “traumatic 
thoracotomy,” resulting from débridement of 
a sucking wound, is sufficient to determine 
that only the liver and/or kidney has been 
injured, and to do a transdiaphragmatic 
nephrectomy, if indicated. On the left side 
a ninth intercostal incision will give ample 
exposure for splenectomy and the examination 
of some’ of the intraabdominal organs. 
Diaphragmatic repair should be meticulous. 
Wounds of trachea and extrapulmonary 
bronchi are rare. There is an extreme 
pressure pneumothorax and rapid complete 
collapse of the lung. Extensive subcutaneous 
and mediastinal emphysema has been noted. 
Early closing of the defect is necessary. 
This may not be possible with large defects 
of the main bronchi; lobectomy or even 
pneumonectomy may be necessary. Pressure 
pneumothorax is no indication for immediate 
thoracotomy, except when caused by wounds 
of the trachea and bronchi. Usually the 
pulmonary defect will close on insertion of an 
intercostal water-seal drain. The insertion 
of a catheter in an upper anterior interspace 
is recommended. Early hemothorax is not 
emptied during the first two or three days; 
moderate pulmonary compression may aid 


in controlling parenchymal oozing. There- 
after, at least once a day, the pleural cavity 
is emptied by thoracocentesis as rapidly and 
completely as possible. The results are 
excellent. Air replacement is not used in 
forward hospitals. In most cases of pure 
traumatic pneumothorax with not more than 
25 to 30 per cent of lung compression, spon- 
taneous reéxpansion will be evident after 
ten to fourteen days. Organizing hemothorax 
is caused by the organization of blood fre- 
quently encountered in the pleural cavity. 
A “peel” or “‘rind’”’ develops, continous over 
visceral and parietal pleura. Extensive 
processes may lead to chronic pulmonary 
crippling and even the formation of calcium 
plaques. The infection rate, including infec- 
tions following thoracotomies, has been about 
20 per cent. In small hemothoracic 
empyemata the treatment has been airtight 
rib resection drainage, followed in seven to 
ten days by open drainage. Total pulmonary 
decortication, in selected cases, has resulted 
in a great decrease in the convalescing time 
and a reduction in the possibility of pul- 
monary impairment. In 75 per cent of all 
infected cases the lung expanded promptly 
without a residual empyema. In the re- 
mainder, the empyema has been basal and 
adequate drainage has been easily maintained. 
Operation for fractured ribs was indicated 
when there was extensive comminution, 
continued bleeding, continued trauma to the 
lung or bronchopleural fistula. Delayed oper- 
ation may be indicated if persisting thoracic 
wall pain is associated with ununited fractures 
or extensive scar tissue and callous formation. 
Strapping has been discarded; instead, nerve- 
block was employed, giving freedom from 
pain for twenty-four hours and, therefore, 
greatly facilitating transportation. Wide pul- 
monary resection in forward hospital is 
indicated only when there is irreparable 
damage to a major bronchus or partial 
traumatic amputation of a lobe or damage 
to the main pulmonary veins which neces- 
sitates their complete ligation. Two total 
pheumonectomies were performed by this 
group; the mortality is high, as is that from 
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lobectomies in forward hospitals.—M anage- 
ment of Thoracic Wounds in an Overseas 
Theater, P. C. Samson & T. H. Burford, 
Bull. U. S. Army Med. Dept., December, 
1946, 6: 709.—(O. Pinner) 


Air Blast Injuries.—Air blast is the complex 
of three types of waves set in motion by the 
detonation of an explosion: (1) a positive 
pressure wave, rising to its maximum intensity 
within 0.0001 to 0.002 seconds, with an 
initial speed of two or three times the velocity 
of sound; (2) the windage phenomenon; 
(3) a negative pressure wave. Only the 
first two positive waves are of importance in 
producing blast injuries. The forces exerted 
by the waves decrease proportionately to 
the square of the distance from the centre of 
explosion. But if an obstruction of sufficient 
size is placed in their path, they are reflected 
and their pressuresmay bedoubled. Thisisex- 
tremely important with respect to explosions oc- 
curring in closed spaces, especially in rock caves 
where multiple reflection will be produced. 
A peak pressure of about five hundred pounds 
per square inch appears necessary to produce 
a casualty rate of 50 per cent among men. 
Sensitivity to blast decreases with increased 
weight of the test subject. Diminution of 
efficiency was found in personnel exposed to 
pressures as low as two and one-half pounds 
per square inch, but the evaluation of effi- 
ciency is too vague to be of value. Although 
blast-wave-pressure tables give some clues 
as to the size of charge and bomb necessary 
to incapacitate personnel in a given area, 
blast waves may exhibit some erratic behavior, 
especially with personnel in caves. They 
are likely to be exposed to pressures much 
lower than they would experience at equal 
distances in the open as long as the detonation 
occurs outside the enclosure. With the 
detonation inside, the peak pressure may not 
only be higher but its duration longer. 
Regardless of the positions occupied by the 
personnel the effects of blasts are the same, 
but one of the several types of effects may 
predominate. The main categories of these 
effects are: (1) primary blast effects, due to 


the blast wave itself, to flames from the 
explosion or to gases given off by the explosive: 
(2) secondary blast effects, resulting from 
splinters or from personnel propelled by the 
bomb; (3) tertiary blast effects, produced 
by flying missiles or rock or collapsing 
masonry; (4) quaternary blast effects, in- 
cluding such factors as drowning, asphyxia- 
tion, burning. Lesions similar to those 
produced by blast may result from other 
reasons. Fatal injuries of the pure blast 
type are not frequent and probably occur 
only in the immediate vicinity of the explosion. 
The characteristic syndrome of air blast 
shows marked variation in the intensity of 
individual symptoms. There is a direct 
relation between the degree of restlessness of 
the victims and the severity of the blast. 
Some degree of shock is invariably present. 
Cyanosis, dyspnea and orthopnea are frequent 
and indicate lung injury. There may be 
cough, chest pain and sometimes hemoptysis. 
Physical examination of the chest at first 
reveals little; later on patchy consolidation, 
pleural effusion or pneumonia may become 
evident. There is almost always some injury 
to the ear. Pathologically, the most striking 
and consistent findings are in the lungs. 
There are hemorrhagic areas associated with 
rib lines and extending into the lung tissue. 
The anterior and lateral lung borders are 
most vulnerable. Emphysema and atelectasis 
may be associated with hemorrhage. The 
upper respiratory passages are frequently 
filled with blood. Laceration of lung tissue 
may occur. Microscopically, the areas of 
hemorrhage show extravasation of blood 
into alveoli.and bronchi. Hemorrhage into 
any of the body tissues and rupture of organs 
may be seen. The rupture of lung tissue is 
due to body impact or the compressive 
force of the wave driving the thoracic cage 
against the lungs, with cémpression of the 
abdomen forcing the diaphragm upward and 
increasing the impact. Therefore, the main 


value of the atmospheric blast as a weapon 
lies in the secondary condition arising from 
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experiments, involving the use of 1,750 lb. 
of TNT, it was concluded that “‘air blast is a 
minor and infrequent hazard.’ In the experi- 
ment reported in this paper, 9,600 lb. of 
TNT were detonated. Eight adult goats 
were placed in six excavations made in a 
hillside, each designed for one or two persons; 
7 additional animals were staked in the open. 
Each linear charge, 320 ft. in length, con- 
tained 4,800 Ib. of explosive encased between 
thin corrugated plates. Both were detonated 
within a minute. Thereafter, each animal 
was examined for external injuries and 
abnormalities and then killed by intracardiac 
injection of magnesium sulfate. Trachea, 
lungs, heart, liver, kidneys and intestinal 
tract were inspected. Microscopic studies 
of the lung tissue were made but are not 
reported. The effects are tabulated, and a 
survey of the autopsy findings is given. 
Of the 7 goats kept in the open, one was dead 
and showed severe injuries to the lung; it 
had been staked between the two charges 
and exposed to a possible augmentation of 
the blast by reflection from adjacent hill- 
sides. The blast effect on 3 of these animals 
was considered slight, 3 others escaped. Of 
the 8 goats kept in emplacements, one was 
buried by a cave-in and found dead the next 
day, apparently from asphyxia. It suffered 
moderate injury to the lung, possibly as a 
result of the cave-in and not of the blast. 
The findings in 2 of the surviving 7 animals 
are listed as moderate, in the remainder as 
slight; pulmonary lesions were not common. 
Only one animal showed damage to the liver. 
A goat placed in the immediate proximity 
of the charge was not injured. Such vagaries 
of air blast effects have been noted under 
actual combat conditions. However, goats 
and other small animals are not so resistant 
to blast as man is. Therefore, similar 
damage might not have occurred if human 
subjects had been used in these experiments. 
The importance of air blast in neutralizing 
personnel has been highly overestimated.— 
Experimental Study of Air Blast Injuries, S. 
M. Horvath & W. B. Shelley, Bull. U. S. 


Army Med. Dept., December, 1946, 6: 761.— 
(O. Pinner) 


Spontaneous Pneumothorax.—A case of 
spontaneous pneumothorax is reported, which 
occurred in a 5-day-old white girl, delivered 
by cesarean section. At delivery the infant 
was cyanotic and cried weakly but respiration 
and physical findings were normal. Resusci- 
tation consisted of bulb suction and cutaneous 
stimulation. On the fifth day her tempera- 
ture was 103.6° F.; the infant was cyanotic, 
dehydrated, lethargic and flaccid and had a 
mild convulsion. The white count was 17,000 
with 54 per cent polymorphonuclear leuco- 
cytes and 46 per cent lymphocytes. A chest 
roentgenogram revealed a right pneumo- 
thorax; the same was found the next day, 
while the temperature was normal and an 
examination of the chest revealed nothing 
remarkable. Another roentgenogram taken 
four days later showed complete absorption 
of the pneumothorax air, and on three oc- 
casions during the following year roentgeno- 
grams of the chest were normal. Spontaneous 
pneumothorax in the newborn infant is 
relatively rare. The diagnosis can be made 
only by roentgenography. Treatment should 
be conservative, aspiration should be reserved 
for the more severe forms. Trauma during 
delivery probably plays a major réle— 
Spontaneous Pneumothorax in the Newborn, 
E. P. Scott & C. C. Rotondo, Am. J.. Dis. 
Child., August, 1946, 72: 207.—(O. Pinner) 


Spontaneous Pneumothorax.—At a large 
military post, 41 cases were seen in four 
years. The onset was sudden in all but one 
ease. Chest pain was present in all. It was 
frequently found over the affected lung and 
sometimes radiated to the shoulder, neck, 
lower back and abdomen. Dyspnea was 
present in all. There was cough in 7 cases, 
cyanosis in 3, mild collapse in 3 and fever in 2 
(with active tuberculosis). The onset oc- 
curred while the soldier was at rest in 23 
cases, during mild physical effort in 10 and 
during vigorous physical exertion in 5. The 
most constant physical findings were dimin- 
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ished or absent breath sounds. There was 
almost equal involvement of both sides. 
Tuberculin tests performed in 12 cases 
showed a positive reaction in 6. X-ray 
films of the chest showed active, far advanced 
pulmonary tuberculosis in 2 cases, inactive 
minimal disease in 3 and calcified primary 
disease in 4. Films in the other cases were 
normal. The degree of collapse was con- 
sidered mild in 51 per cent, moderate in 
26 per cent and extensive in 23 per cent. In 
practically all cases, the lung reéxpanded on 
bed-rest and symptomatic medication; aspira- 
tion of air was necessary in 3 cases, 2 of which 
were those with active tuberculosis.— Non- 
traumatic Spontaneous Pneumothorax among 
Military Personnel, S. Cohen & J. M. Kins- 
man, New England J. Med., September 26, 
1946, 235: 461.—(A. G. Cohen) 


Spontaneous Pneumothorax and Aerial 
Ascent.—In view of the present interest in 
aerial ascent, 2 cases of spontaneous pneumo- 
thorax are reported along with data concerning 
the incidence of spontaneous pneumothorax 
occurring during altitude chamber flights. 
The records of 86,916 man-hour flights in the 
altitude chamber were surveyed, the flights 
consisting of approximately ninety minutes’ 
duration with a simulated altitude of 30,000 
feet. Only one man developed a spontaneous 
pneumothorax and in one other case early 
descent ‘was necessitated because of a pre- 
existing partial pneumothorax. Of 771 
persons undergoing an “explosive” decom- 
pression flight no spontaneous pneumothorax 
occurred. These findings are in accord with 
most data published to date. Clark recently 
reported 2 cases of mediastinal emphysema. 
After surveying the literature and the records 
of the A. A. F. Regional Hospital at Lincoln, 
Nebraska, one may conclude that changes of 
altitude encountered in normal aerial flight 
have no appreciable bearing on the develop- 
ment of spontaneous pneumothorax in healthy 
persons. The second case reported is illustra- 
tive of the aggravation of a preéxisting 
pneumothorax upon ascent, the pleural 
cavity responding to Boyle’s law. It has 


been recommended that no person with a 
spontaneous pneumothrax ascend above 4,000 
feet.—Spontaneous Pneumothorax in Healthy 
Young Adults with Particular Reference to 
the Etiological Role of Aerial Ascent, E. M. 
Heath, Am. J. M. Sc., February, 1946, 211: 
188.—(G. F. Mitchell) 


Spontaneous Hemothorax.—A case report 
of spontaneous hemothorax is presented. 
The patient, a man aged 44, was in good 
health. One day, while riding in a tramcar, 
he was suddenly seized with pain of knife-like 
severity in the middle zone of the left side of 
the chest. Breathlessness developed simul- 
taneously. He was weak and collapsed. 
The pain remained for several days, gradually 
decreasing in severity, but the dyspnea 
persisted. He was hospitalized eight days 
after the onset. He was orthopneic and the 
prone position increased the respiratory 
distress. There were signs of a massive 
left sided effusion with heart displaced to 
opposite side. A skiagram confirmed these 
findings—no air was noted. An exploratory 
thoracentesis revealed pure blood—65 per 
cent hemoglobin (Sahli). Further X-ray 
examination in two weeks showed a diminu- 
tion in size of the effusion. In all, 1,500 ce. 
of blood were aspirated. Patient was dis- 
charged four weeks after admission. He was 
very comfortable. Physical examination 
eleven months later revealed no evidence of 
abnormality in the chest and a skiagram 
showed that the left lung field was now 
clear, except for slight pleural thickening 
in the costophrenic angle. In spontaneous 
hemopneumothorax the view is taken that 
following a spontaneous pneumothorax, the 
intrapleural pressure rises and any pleural 
adhesions which exist will become stretched 
and ultimately rupture, with blood added to 
the air in the pleural cavity.—Spontaneous 
Haemothoraz, A. M. Crawford & J. Shafar, 
Brit. M. J., January 19, 1946, 1: 88.—(D. H. 
Cohen) 


Conflagration Injuries of Respiratory Tract. 
—A total of 131 living victims of the Cocoanut 
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Grove fire were treated at the Boston City 
Hospital. Most of the persons who were 
dead on or soon after arrival appeared to 
have been asphyxiated. A few who appeared 
well suddenly coughed up frothy sputum 
and expired. There was close correlation 
between the extent of the surface burns and 
the severity of the respiratory complications. 
The general condition of the patients on 
admission varied with the extent of these 
two types of injury. There was evidence of 
smoke inhalation in almost all patients who 
had respiratory complications, especially in 
the worst cases. There was evidence of 
unconsciousness while still in the burning 
building in these cases; those with less severe 
injuries regained consciousness later. For 
purposes of this study, the cases were divided 
into five groups. The degree and frequency 
of symptoms and signs increased progressively 
from the groups of lesser to greater severity. 
The sputum generally was scant for the 
first one to two days. It contained soot and 
had the odor of smoke. Later it became 
mucopurulent and sometimes blood- 
streaked. Fever was present in all except 
the mild cases. It was not related to ante- 
cedent respiratory infections. The most 
frequent symptoms were cough, soreness of 
the throat and hoarseness. Less frequent 
was pain beneath the sternum. Dyspnea, 
often associated with stridor or wheezing, 
was prominent in the more severe cases. 
Findings in the upper respiratory tract 
ranged from slight to extensive redness and 
edema of the nose, pharynx and larynx. 
Pulmonary signs varied greatly and included 
diminished aeration or consolidation of por- 
tions of the lungs and rAles of various types. 
The roentgenographic changes are the subject 
of a separate report but, in general, they 
paralleled the physical signs. Tracheotomies 
were performed in 18 cases, of whom only 3 
recovered. Most deaths occurred during 
the first twelve hours and after the fourth 
day. The chief damage was found to be a 
laryngo-tracheo-bronchitis. In severe cases, 
the inflammatory reaction was intense. It 
Was accompanied by occlusion of various 


parts of the respiratory tree by a pseudo- 
membrane of fibrin and by viscid and 
sanguineous exudate. Pulmonary damage 
was also present in such cases and consisted 
chiefly of congestion, edema and scattered 
areas of atelectasis, hemorrhage and infarction 
resulting from thromboses. Pneumonia was 
infrequent; when present, it was characterized 
by small necrotizing lesions. In treatment, 
simple nursing measures, such as gentle 
wiping of the mouth, frequent turning of the 
patient, etc. were important. Tracheotomy 
did not solve the problem of obstruction. 
Repeated aspirations of inspissated blood, 
mucus, fibrin and pseudomembranes via 
bronchoscope or catheter were required to 
maintain a free airway. Artifical respiration 
was life saving in one case. Oxygen adminis- 
tration did not help much, perhaps because 
the available apparatus was limited. Amino- 
phyllin, ephedrine, epinephrine and atropine 
injections were not helpful in relieving 
dyspnea. Many different expectorants were 
used with varying benefit. Opiates were of 
value in relieving pain and barbiturates 
helped relieve restlessness. Inhalations of 
steam with added benzoin and also mechanical 
humidification of the air were considered of 
great value. Gentle local therapy of the 
oropharynx was important. The value of 
sulfonamide drugs was difficult to estimate. 
It was felt that they probably minimized 
the extent of pulmonary infection. Follow-up 
studies were carried out four, nine and twenty- 
six months after the fire. The most common 
residual symptom was persistent cough. 
This began in some patients a few months 
after discharge and was possibly due to 
bronchiectasis. The more severe cases gener- 
ally had more residual symptoms.—Clinical 
and Therapeutic Aspects of the Conflagration 
Injuries to the Respiratory Tract Sustained 
by Victims of The Cocoanut Grove Diaster, 
M. Finland, C.S. Davidson & 8. M. Levenson, 
Medicine, September, 1946, 25: 215.—(A. G. 
Cohen) 


Mikulicz’s Disease and Typical Tuber- 
culosis.—Case report of a 20-year-old male 
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patient presenting a chronic hypertrophy of 
both parotid glands with infiltration of the 
neighboring tissues, in association with an 
old bilateral cervical adenopathy. Spleen 
and liver were not enlarged. There was an 
episode of palpebral edema and lacrimation. 
Ophthalmological examination was negative. 
The lacrimal glands remained uninvolved. 
X-ray examination of the chest and skeleton 
was normal. The tuberculin test was highly 
positive. Histological examination of an 
enlarged cervical lymph node revealed a 
“tuberculoid” process characterized by 
reticulo-endothelial and epithelioid prolifera- 
tion in the absence of caseation and giant-cell 
formation. The similarity of this histological 
picture with sarcoidosis was noted. No 
tubercle bacilli could be demonstrated on 
examination of the slides. Inoculation of 
the biopsy material into a guinea pig gave 
rise on the twenty-fifth day to a small nodule 
at the site of inoculation accompanied by 
regional adenopathy. Both lesions revealed 
a few tubercle bacilli on histological examina- 
tion. The animal showed no visceral lesions. 
Biopsy of the parotid glands was not per- 
formed because of fear of fistula formation. 
The case was interpreted as a possible atypical 
tuberculosis, similar to sarcoidosis. It is 
admitted that the parotid involvement, 
similar to Mikulicz’s disease, may have no 
etiological relation with the cervical ade- 
nopathy. — Bacillose atypique:  réticulo- 
endothéliose ganglionnaire cervicale de nature 
tuberculeuse au cours d’une maladie de Miculicz, 
M. Bourgain & H. Laborit, Rev. de la tuberc., 
1944-45, 9: 306.—( V. Leites) 


Sarcoidosis.—A colored male, aged 20, 
had a painless, nontender, spindle-shaped 
swelling at some joints of three fingers and a 
generalized, firm, shotty, nontender lym- 
phadenopathy. Sputum concentrates were 
negative for tubercle bacilli. The serum 
proteins were 7.5 per cent with an albumin- 
globulin ratio of 2:1. The sedimentation 
rate varied from 7 to 13 mm., corrected. The 
tuberculin test was negative. The roentgeno- 
gram showed rarefaction, cystic changes, 
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widening of the phalangeal shafts and syb- 
periosteal new bone formation in the involyed 
fingers and the right hallux. Discrete 
bilateral enlargement of the hilar nodes and 
exaggerated lung markings were present, 
The roentgen diagnosis was sarcoidosis; this 
was confirmed by biopsy. During the thirty- 
eight days of hospitalization symptoms and 
signs concerning the fingers regressed but 
lymphadenopathy remained. Another pa- 
tient, a white man, aged 26, complained of a 
gradually growing mass in the left sunra- 
clavicular region, a cough productive of 
mucoid sputum, anorexia, loss of weight. 
He had large, matted, nontender nodes in 
the left supraclavicular region and similar 
submental, infraclavicular, inguinal and 
femoral nodes. There were a few transient 
crepitant r&les in the left apex. A hard, 
firm spleen was palpable. The sedimentation 
rate was 21 mm. Sputum concentrates were 
negative for acid-fast bacilli on smears and 
cultures. Roentgenograms revealed dense 
infiltrations in both lung fields, and large 
masses in both hilar regions. On biopsy, 
sarcoidosis was diagnosed. There was no 
change in the condition of this patient after 
three weeks of observation. The protean 
manifestations of sarcoidosis and __its 
terminology are discussed. Inclusion bodies 
are sometimes found in the giant cells or in 
hyalinized tissue. The lesion progresses to 
fibrosis with hyalinization. Heavy coarse 
hyaline fibers encapsulate and eventually 
replace the granulomata. The lesion in- 
volves most frequently the lymph nodes, 
skin, bone marrow of the metacarpals, 
metatarsals and phalanges of hands and 
feet, lungs, spleen and liver; but any organ 
may be involved. The disease may end in 
apparent recovery, remain stationary or 
terminate in death from frank tuberculosis, 
myocardial involvement, pulmonary fibrosis, 
emphysema or cor pulmonale. The tuberculin 
test is negative in 70 per cent. Acid-fast 
bacilli are rarely found. There is often 


eosinophilia and monocytosis. The total 
serum proteins are often elevated because of 
The latter 


an increase in gamma-globulin. 
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may be increased at the expense of the albumin 
with the value of total protein being normal. 
One of the following clinical pictures presents 
itself: (1) lupus pernio or subcutaneous 
sarcoid with adenopathy, bone and pulmonary 
findings; (2) swelling of the fingers and toes 
with adenopathy and with or without pul- 
monary and skin changes; ($) uveoparotid 
fever; (4) Mikulicz’s disease; (6) a cardiac 
picture; (6) any of the above findings with 
minimal symptoms. Roentgenologically, 
there is pulmonary or bone involvement or 
voth. The lungs may show large bilateral 
shadows at the hila, with or without extension 
into the lung fields or a picture like miliary 
tuberculosis. These manifestations may re- 
main unchanged for months and years, or 
gradually recede and disappear. The 
phalanges present medullar rarefactions and 
reticulation with irregular enlargement and 
distortion of the bones. The etiology is 
unknown. Most authors believe this is a 
form of noncaseating tuberculosis, the extreme 
representative of the productive reaction in 
tuberculosis. — Sarcoidosis: Report of Two 
Cases, M. Lev & C. L. Hinkle, Bull. U.S. 
Army Med. Dept., November, 1946, 6: 617.— 
(0. Pinner) 


Lung Cancer in Child.—The authors report 
a case of a primary lung cancer in a girl 9 
years old. Onset was with pain in left 
thigh, worse on walking. There was no 
other systemic involvement and X-ray 
examination of the femur was normal. She 
was treated as osteomyelitis with sulph- 
adiazine, and allowed home, to be under 
observation. One month later she was 
readmitted, pain persisting, and without 
other signs or symptoms. Skiagram now 
revealed circumscribed area of atrophy just 
below the epiphysial line of the greater 
trochanter. She was watched for a further 
six weeks at the end of which time the pain 
was fairly severe and continuous. X-ray 
examination revealed further bone destruction. 
All other laboratory and clinical work-up 
was essentially normal. Diagnosis of sub- 
acute osteomyelitis of the femur was now 


made and an operation performed. His- 
tological examination of tissue removed. could 
not be identified with certainty, but the 
lesion appeared to be neoplastic. An X-ray 
film of chest at this time was considered 
negative. Patient received deep X-ray 
therapy for six weeks with evidence of 
“healing” of lesion. Eight months after 
original admission the patient was readmitted 
complaining of cough, headache and vomiting. 
She was emaciated and breathless. Clinical 
signs of a right-sided pleural effusion were 
found and aspiration revealed a small quantity 
of blood-stained fluid without evidence of 
neoplastic cells. Patient’s condition grad- 
ually worsened and she died eight weeks 
after last admission. Necropsy revealed an 
enlarged mediastinum, displaced to the left. 
The right lung was almost entirely replaced 
by a large mass of necrotic malignant tissue 
arising from the upper main bronchus. The 
tumor had invaded the chest wall and the 
mediastinum. The left lung and the heart, 
apart from displacement, were normal. The 
abdominal viscera were all free from the 
neoplastic process. The upper end of the 
femur was replaced by yellowish necrotic 
tissue. Histological examination of the lung 
revealed a primary bronchial anaplastic 
carcinoma. The lesion in the femur was of 
similar histological structure. — Primary 
Lung Cancer in Childhood, A. Dick & H. 
Miller, Brit. M. J., March 16, 1946, 1: 386.— 
(D. H. Cohen) 


Surgery in Lung Cancer.—Out of 107 cases 
of lung carcinoma observed during the period 
from the end of 1943 until May, 1946, explora- 
tory thoracotomy could be performed in 
only 21 cases. Asymptomatic development 
of many cases of early cancer accounts only 
partially for the late diagnosis; in a series 
of cases the physician who first treated the 
patient was responsible for the delay in the 
diagnosis. A practical and therapeutically 
significant classification of pulmonary car- 
cinoma distinguishes: (a) carcinoma of the 
minor bronchi and (6) carcinoma of the 
major bronchi. In the former, exploratory 
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thoracotomy is the only reliable diagnostic 
procedure, while in the latter type the diag- 
nosis can be ascertained by bronchoscopic 
examination. Exploratory thoracotomy is 
contraindicated by metastasis in other organs 
or in distant lymph nodes, by extension of 
the process to the chest wall, by the presence 
of vocal cord paralysis, Horner syndrome, 
diaphragmatic paralysis, pleural effusion or 
by poor general condition. Bronchoscopic 
findings indicating extension of the new 
growth in a main bronchus close to its origin 
from the trachea, or enlargement of the 
usually acute angle of the bifurcation of the 
trachea, or rigidity of the tracheobronchial 
tree represent also contraindications to ex- 
ploratory thoracotomy. Out of 21 cases of 
thoracotomy there was one case of operative 
death due to acute emphysema. Pulmonary 
resection was possible in only 12 cases: 
pneumonectomy in 11 cases and left lower 
lobectomy in one case. Postoperative death 
occurred in 3 cases: in 2 cases death was due 
to bronchopleural fistula and putrid empyema; 
in one case bronchopneumonia developed 
and the patient died nine days after the 
operation. In one case of bronchopleural 
fistula continuous aspiration succeeded in 
closing the fistula and a three-stage thora- 
coplasty cured the empyema. Nine pa- 
tients survived the operation for periods 
ranging from fifteen days to two years. In 
onecase of survival signs of cerebral metastasis 
were noted one year and eight months after 
the operation.— Nuestra experiencia en el 
tratamiento ouirurgico del cancer de pulmon, 
O. J. Cames, A. Cesanelli & F. E. Tricerri, 
Prensa méd. argent., August, 1946, 33: 1621.— 
(L. Molnar) 


Lung Tumor.—A report is given of a 
clinical-pathological conference of the Tumor 
Board at the Walter Reed General Hospital. 
Participating in the discussion were D. B. 
Effier, R. F. Bunch, V. H. Cornell, H. W. 
Jones, M. M. Greenfield and F. E. Hamilton. 
A case of lung tumor in a 52-year-old white 
warrant officer was presented. On a routine 
X-ray examination a lesion of the lower 


lobe of the left lung was detected. Neither 
symptoms nor physical signs were present, 
The corrected sedimentation rate was 26, 
The coccidiodin tests were negative. The 
tuberculin test was positive. Smears, cultures 
and guinea pig inoculations of gastric 
washings were negative for tubercle bacilli, 
Roentgenologically, there was a well-defined 
but not sharply demarcated lesion in the 
mid-portion of the left lower lobe, 22 mm. in 
diameter. A moderate increase in the size 
of the shadow and in its density was observed 
within the last two weeks. Exploratory 
thoracotomy was recommended and patient 
was transferred to the Thoracic Surgery 
Section. The most likely diagnosis was 
tuberculoma of the lung but, with due con- 
sideration of the patient’s apparent familial 
tendency to malignancy, a primary broncho- 
genic carcinoma or a solitary metastasis was 
not ruled out. A lobectomy was done. The 
pathological examination of the excised lobe 
showed a soft, fleshy nodule, 2.4 by 1.5 cm., 
with broadly serrated borders and a soft 
homogeneous centre, necrotic rather than 
caseous. No tumor was found in two small 
lymph nodes at the hilum, and no extension 
of the tumor beyond its edge was seen when 
the bronchi were opened. The microscopical 
picture is described in detail. The path- 
ological diagnosis was adenocarcinoma, prob- 
ably primary in lung, compatible with 
“alveolar carcinoma.” Despite this classif- 
cation the possibility of a metastatic lesion 
from the prostate, genito-urinary or biliary 
tract should be ruled out by further study. 
The cellular structure resembled so-called 
adenomatosis of the lung, a disease similar 
to the jaagsiekte of animals in which it is 
thought to be due to a transmissible virus. 
Based on hypothesis rather than statistics, 
the opinion was expressed that a bronchogenic 
tumor would be best treated by lobectomy. 
The purpose of the operation is the removal 
of as much tissue as possible between the 
tumor and the hilum, since the most common 
extension of the tumor is toward the medias- 
tinum. Total pneumectomy would not see 
to increase the protection of the patient. 
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It was emphasized that the Surgical Service 
does not advocate lobectomy for all un- 
diagnosed lesions detectable only by X-ray 
examination; but if location and X-ray 
appearance are compatible with a malignancy, 
radical excision beyond any reasonable area 
of metastatic extension is advocated.— 
A Case of Lung Tumor, (not signed), Bull. 
U. S. Army Med. Dept., December, 1946, 6: 
701.—(O. Pinner) 


Multiple Pulmonary Hemangiomata.—Be- 
cause of the increasing interest in the accurate 
diagnosis of intrathoracic lesions and more 
successful thoracic surgery, a case of pul- 
monary hemangioma is reported, and the 7 
cases previously reported in the literature 
reviewed. This rare condition, first reported 
by Rodes, consists of a knot of blood vessels 
connected by feeder vessels having both 
arterial and venous circulations; this acts 
as a shunt resulting in anoxemia. The 
patient reported was a young man, apparently 
well except for a polycythemia and the signs 
and symptoms referable to it including 
cyanosis, clubbing of the fingers, headache, 
ease of fatigue and slight dyspnea on exertion. 
There was also a peculiar murmur heard in 
the fourth interspace 5 cm. to the left of the 
mid-line and a small telangiectasis behind 
one ear. The symptoms were of three years’ 
duration and there was no exposure to aniline 
dyes or heavy metals. The findings were 
not characteristic of a polycythemia vera. 
Fluoroscopy revealed no abnormality and 
electrocardiographic examination did not 
show signs of cardiac impairment due to 
pulmonary disease. Pulmonary heman- 
gioma was suspected. An X-ray film re- 
vealed a fairly discrete opacity, 2 cm. in 
diameter, in the mid-portion of the right 
lung at the level of the eighth rib posteriorly 
and a poorly defined opacity in the seventh 
posterior interspace in the mid-portion of 
the left lung, interpreted at first as thrombotic 
vessels secondary to polycythemia. Lamin- 
ography revealed dilated pulmonary vessels 
extending from the hilar region and the masses 
in the lung field showed an irregular worm-like 


configuration continuous with the feeder 
vessels. All cases reported in the literature 
have been young adults having dyspnea, 
clubbing, cyanosis and polycythemia. In 
3 of the 7 cases the hemangiomata were 
multiple. The prognosis is grave. Surgery 
is probably the method of choice.—Multiple 
Pulmonary Hemangiomata, P. D. Makler & 
D. Zion, Am. J. M. Sc., March, 1946, 211: 
261.—(G. F. Mitchell) 


Pleural Mesothelioma.—The case of a 
35-year-old woman is presented in detail. 
In vivo, no definite diagnosis could be made, 
although primary endothelioma of the pleura 
was listed among the possibilities. ‘The prom- 
inent symptom was pain in the chest 
which had been present for two years before 
the patient first consulted a physician and 
which was at first attributed to a fall suffered 
two years previously. Cough and dyspnea 
were also complained of. An X-ray film of 
the chest showed what appeared to be a 
serofibrinous pleurisy on one side. Fifteen 
months later bone metastases were found in a 
rib and in the pelvis. The patient was 
given palliative radiotherapy, but failed to 
respond and died approximately three years 
after the onset of symptoms. A diagnosis of 
primary pleural mesothelioma was made at 
autopsy. The clinical diagnosis of this rare 
tumor is quite difficult, since the symptoms 
(chest pain, cough, dyspnea) are not char- 
acteristic and the demonstration of tumor 
cells often fails. Pleural effusion, varying 
from thin, serous to grossly hemorrhagic 
fluid, is nearly always present; on thoraco- 
centesis one may feel the needle penetrating 
the tumor-thickened pleura. Metastases 
usually occur by direct extension to the ad- 
jacent structures. The histological origin of 
the tumor is a moot question. Pleural 
endothelium, endothelial cells of the sub- 
pleural lymphatics, aberrant nests of lung 
epithelium are favored by various authors; 
others believe that pleural cancer is always 
secondary to tumors originating elsewhere, 
for example, in the bronchi. The radio- 
sensitivity of pleural mesothelioma is doubtful 
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at best: — Primary Mesothelioma (Endo- 
thelioma): of the Pleura: Case Report, A. D. 
Piatt, Am. J. Roentgenol., February, 1946, 
55: 178.—(P. Lowy) 


Hodgkin’s Disease and Lymphosarcoma.— 
It is pointed out that each type of body cell 
has a specific range of radiosensitivity. A 
classification in the order of sensitivity to 
irradiation is presented as follows: (1) 
lymphoid cells, (2) polymorphonuclears, 
leucocytes and eosinophils, (3) epithelial 
cells, (4) endothelial cells, (5) connective 
tissue cells. The more active the cell from 
a metabolic point of view, the more radio- 
sensitive. Sensitiveness of tumor cells cor- 
responds closely to that of the cells from 
which the tumor is chiefly derived, This 
fact can be of great help in the differential 
diagnosis of intrathoracic tumors. Exposure 
to roentgen rays almost always differentiates 
between Hodgkin’s or lymphosarcoma and 
an aneurysm of the aorta, between lympho- 
blastomata and bronchogenic carcinoma, 
teratoma or a desmoid tumor or tuberculous 
adenitis. Hodgkin’s disease and lympho- 
blastoma often begin in the cervical nodes, 
nasopharynx or tonsil, but an equal percentage 
begin in retro-abdominal nodes. Usually 
mediastinal involvement is secondary to 
lymph node involvement elsewhere. Accu- 
rate differentiation of mediastinal Hodgkin’s 
or lymphosarcoma from other tumors is not 
possible by X-ray alone. Upper mediastinal 
nodes are affected more frequently than those 
in the lower thorax. Usually the enlarging 
nodes - project laterally, but only large or 
numerous nodes will project beyond the 
composite shadow. Yet smaller nodes may 
cause cough, shoulder pain, etc. All types 
of involvement respond well to radiation. 
Occasionally when involved nodes are high 
in the mediastinum, in addition to dyspnea 
with or without dysphagia there may occur a 
brassy cough, hoarseness due to recurrent 
laryngeal nerve involvement, puffiness and 
cyanosis of the neck and face and prominence 
of superficial veins. For some obscure reason, 
lymph nodes causing this picture do not 


respond so effectively nor so rapidly to treat- 
ment as affected nodes lower in the medias. 
tinum. Chest, shoulder, or upper extremity 
pain may be due to pressure on or actual 
infiltration of the brachial plexus. Pleural 
effusion may be caused by obstruction of the 
inferior vena cava by lymphadenopathy in 
the lower mediastinum or to infiltration of the 
pleura. Bucky films may reveal retrocardiac 
nodes. Irradiation does not produce pro- 
longed improvement in this relatively late 
stage. Rarely parenchymal infiltration of 
the lung will produce a miliary appearance 
or that of failing wet snow. Treatment 
may produce pronounced improvement as 
the invasion is that of lymphoid cells at the 
junctions of the smaller branches of the 
bronchi. When Hodgkin’s or lymphosarcoma 
are suspected, therapy may be expected to 
shrink from 30 to 100 per cent of the tumor 
within three to four weeks after a well- 
planned course of treatment. In relatively 
acute lymphoblastoma, the time interval 
between apparent onset and death varies 
from six months to three years, but the 
majority have a relatively subacute form in 
which disease process extends from three 
to six years. — Roentgen Treatment for 
Hodgkin’s Disease and Lymphosarcoma of 
the Chest, A. U. Desjardins, Dis. of Chest, 
November-December, 1945, 11: 565.—(K. R. 
Boucot) 


Neurogenic Tumors.—In the years since 
Pancoast first described the syndrome of 
superior pulmonary sulcus tumor, it has 
become evident that the entity of pulmonary 
apex associated with rib or vertebral destruc- 
tion, pain around the shoulder and down the 
arm, and Horner’s syndrome are produced by 
a variety of malignant neoplasms most of 
which are primary carcinomata of the apex 
of the lung. This interest has overshadowed 
to some extent the fact that growths of 4 
benign nature, mostly neurogenic in origid, 
show a tendency to develop in this same 
location. These have been described 4 
mediastinal in origin since they are prone 
to originate from intercostal nerves close t 
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the spine or from paravertebral ganglionic 
chains in the posterior mediastinum. As 
the tumor enlarges it protrudes into the lung 
field and its chief clinical and roentgenological 
manifestations may be pulmonary rather 
than mediastinal. The incidence of all 
benign intrathoracic tumors is low. In 
Blades’ review there were 233 cases of teratoid 
tumors, all but 3 of which originated in the 
anterior mediastinum. The next most fre- 
quent tumors were those of the neurogenic 
group of which there were 135 reported 
eases, the majority arising in the posterior 
mediastinum or along its margins. All the 
remaining types were rare—32 fibromata, 
14 tumors arising from bone or cartilage, 15 
cysts, 34 lipomata, 5 xanthomata. Clinically, 
neurofibromata tend to develop to consider- 
able size without significant symptoms until 
there ensues encroachment upon or displace- 
ment of some vital structure. Discovery is 
often accidental on routine X-ray examina- 
tion. When these tumors are limited to the 
apex, in contrast to malignant tumors, 
occurrence of Horner’s is rare as is pain 
radiating down the arm. Lateral, oblique 
and stereoscopic films show small tumors 
to be located posteriorly and in close asso- 
ciation with the ribs and spine. No bone 
destruction is evident though pressure erosion 
of one or more ribs may be present. In 
contradistinction to malignancies of the 
pulmonary apices, the outstanding symptoms 
are due to irritation or damage of the upper 
intercostal nerves, brachial plexus and 
thoraco-cervical sympathetic ganglionic chain. 
Substernal thyroids, aneurysms, thyroid and 
thymic tumors, neoplasms of the paratracheal 
or anterior mediastinal nodes must be differ- 
entiated. Surgery is indicated even though 
the tumor is small and asymptomatic because 
of the inherent tendency to malignant de- 
generations, the probability of increase in 
size with consequent increased surgical diffi- 
culties, and the possibility of mistaken 
diagnosis. Two cases are reported in which 
operative removal of the tumor revealed the 
diagnosis of neurofibroma in one, neuro- 
fibrosarcoma of low grade malignancy in the 


other. Two other cases are presented that 
have been under observation for periods of 
six and seven years, respectively, but in whom 
there is no histological proof of diagnosis.— 
Tumors at the Pulmonary Apex, L. W. Paul, 
Dis. of Chest, November-December, 1945, 11: 
648.—(K. R. Boucot) 


Lung in Tuberous Sclerosis.—Tuberous 
sclerosis is a hereditary and congenital 
disease, due to a disturbance in the develop- 
ment of the mesenchymal tissue. It mani- 
fests itself in childhood or youth and is 
fatal at a fairly early age. All kinds of 
fibromatous skin tumors occur; adenomata 
sebacea and subungual fibromata are thought 
to be pathognomonic. A motley collection 
of tumors may occur in various organs, such 
as heart, liver, spleen, kidneys, eyeground, 
(phakoma) and, above all, in the brain. 
They consist of embryonal cells of muscular, 
adipose, connective or vascular tissue. The 
adenomata sebacea are nowadays regarded as 
naevt with partly embryonic cellular form 
and some are pure angiomata. The angio- 
matous component is often conspicuous also 
in other tumors. No changes were noticed 
in the lung until one of the authors, G. Berg 
(1938), and G. Berg and G. Vejlens (1939) 
published a pertinent case with simultaneous 
cyst-like pulmonary changes. An investiga- 
tion of this patient’s family was carried out 
by Berg in 1938 to 1940. A woman, 30 
years old, became acutely ill with a spon- 
taneous pneumothorax which relapsed several 
times during the subsequent years. The 
only symptom was increasing dyspnea; she 
died from asphyxia more than two years 
after the onset of her symptoms. The first 
roentgenogram revealed a total left-sided 
pneumothorax and two bean-sized subpleural 
translucencies, interpreted as emphysematous 
bullae; in the right lung there was a delicate 
net-like pattern caused by smaller round 
translucencies. Shortly before death a similar 
pattern with translucencies was seen in both 
lungs. At autopsy, both lungs were dotted 
with evenly distributed small bullae; the 
cut-surface resembled a sponge and showed 
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that the lung tissue was interspersed with 
small cavities embedded in a thick, firm 
tissue. Microscopically, the walls of these 
cysts had no epithelial covering and consisted 
of connective tissue and blood vessels; but 
the most prominent element was smooth 
muscle tissue having the unmistakable char- 
acter of tumor tissue of embryonic type. 
There were also tumerous changes, for 
instance in the brain, spleen and kidneys, 
similar to those in tuberous sclerosis. The 
younger sister, then 29 years old, had 
adenomata sebacea, subungual fibromata and a 
slight, limited sclerosis in the cranium. The 
roentgenogram showed a fine net throughout 
both lung fields, due to numerous, closely 
related emphysematous blebs. Fifteen 
months later a gradually increasing dyspnea 
developed; a wart-like tumor was found in 
the right eye-ground; a tumor in the recto- 
vaginal wall was extirpated and diagnosed as 
a myoma rich in vessels of embryonic char- 
acter. The patient died after a period of 
three and a half years of observation which, 
on one occasion, revealed a small spontaneous 
pneumothorax but never other essential 
changes in the lung. The autopsy showed, 
beside the neoplastic changes in the skin, 
kidneys, cerebrum, that the lungs were dotted 
with cysts. Microscopically, the alveoli were 
mostly filled with blood and hemosiderin- 
laden cells. The transformation of the lung 
tissue consisted principally of (1) a fibrous 
enduration, rich in vessels, in a partly angio- 
matous formation, (2) an extensive, angio- 
myomatous formation, not localized in distinct 
foci or nodes and (8) a large number of cystoid 
formations. (These three changes are de- 
scribed in detail.) In a younger brother, 
28 years old, a few symptoms of tuberous 
sclerosis, but no pulmonary changes, were 
detected, and one of his children had 
adenomata sebacea. Examination of his two 
older children, as well as of his youngest 
brother, gave negative results. Roentgeno- 
grams of the lungs of the father and his 
oldest son were normal. The authors “are 
of the opinion that the pulmonary changes 
constitute a part phenomenon of the blasto- 


matosis which occurs in cases of tuberous 
sclerosis of the brain.”’ They stress ‘“‘the 
great abundance of embryonal and malformed 
vessels ... which indicates a certain connec. 
tion between Morbus Recklinghausen, tuberous 
sclerosis and hemangiomatosis.”— Pulmonary 
Alterations in Tuberous Sclerosis, G. Berg & 
A. Nordenskjéld, Acta med. Scandinav., 1946, 
125: 428. —(O. Pinner) 


Injury of Thoracic Duct.—It has been shown 
both clinically and experimentally that the 
thoracic duct can be ligated without untoward 
result. Collateral circulation apparently de- 
velops quickly so that no significant rise of 
pressure in the lymphatic system develops. 
Injury to the thoracic duct which is unrecog- 
nized and permits the continuous loss of chyle 
from the body, either externally or into the 
pleural cavity, carries a high mortality. De- 
hydration and inanition are common under 
the circumstances, as it has been shown that 
lymph flow in the thoracic duct ranges from 60 
to 190 cc. per hour. Chylothorax due to in- 
jury of the thoracic duct is rare. Only 62 
cases have been reported, including the one 
here published. If the thoracic duct is in- 
jured low in the chest, right chylothorax may 
result, but if the injury is higher up, or in the 
the neck, left chylothorax occurs, due to the 
crossing over of the duct from right to left in 
the upper chest. The present case is that of 
an officer who was wounded by a bullet which 
entered the upper back and left the body just 
above the left clavicle. He had a hemopneu- 
mothorax on admission and he had to be aspi- 
rated twice daily to relieve respiratory distress. 
After a few days the fluid became less bloody 
and the characteristic milky nature of the 
fluid was first noted. Because of the patient’s 
obvious downhill course, operation was de- 
cided upon. Exposure of the structures at 
the root of the left neck demonstrated the tear 
in the pleura and the severed end of the tho- 
racic duct. Following ligation of this the pa- 
tient made a remarkable recovery. It is well 
to remember to be on the look-out for the 
thoracic duct in operations on the neck during 
dissection for malignancy, or when a Smith- 
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wick operation for hypertension is performed 
on the right side of the thorax.—Injuries of 
the Thoracic Duct, R. H. Loe, Arch. Surg., 
October, 1946, 53: 448.—( H. Marcus) 


Chylothorax.—This is a rare entity. There 
are only meager data available. These sug- 
gest that the prognosis in the acquired type is 
better than that in the congenital type. There 
is no record of successful surgical correction of 
chylothorax in infancy. A case report is pre- 
sented of an 8-week-old white girl with a 
history of irregular breathing for one week be- 
fore admission. Four days before admission 
while being fed, it was noted that she was in 
distress and was breathing with difficulty. 
There was rapid respiration, wheezing and 
retraction of the upper abdomen and supra- 
sternal areas. Her color was good and she had 
no fever. The following day, clinical and 
roentgenological examinations revealed fluid 
in the right chest. Thoracocentesis revealed 
milky fluid. On hospital admission she was 
apparently normal except for rapid, somewhat 
labored breathing. A flat percussion note was 
present on the right, both anteriorly and pos- 
teriorly, with a shift of the heart to the left. 
The respiratory rate was 60 per minute. Re- 
peated thoracocenteses were necessary. The 
fluid was sterile. Specific gravity ranged be- 
tween 1.008 and 1.130. Cholesterol on one 
occasion was 102 mg. per cent, total fat 1,435 
mng., protein 3.274 g., and 2,245 cc. chyle were 
removed before the fistula closed. The course 
was afebrile throughout. The white count 
ranged between 4,900 and 8,000 with a normal 
differential. Sulfadiazine was given pro- 
phylactically. Cessation of leakage of chyle 
into the thoracic cavity was coincidental with 
onset of mild diarrhea. Yater places non- 
traumatic chylothorax as more frequent in 
occurrence than traumatic. Neoplasm and 
inflammatory lymph nodes, including tuber- 
culosis, constitute the commonest causes of 
nontraumatic chylothorax. An excess over 
calculated normal food requirement is advis- 
able. Of 13 cases of acquired chylothorax, 
healing occurred in more than 50 per cent.— 
Spontaneous Chylothoraz in Infancy: Progno- 


sis and Management, E. H. Watson & L. F. 
Foster, Am. J. Dis. Child., July, 1946, 72: 
89.—( K. R. Boucot) 


Hemorrhagic Pleurisy and Leukemia.— 
Case history of a 17-year-old patient with pul- 
monary tuberculosis of the left lower lobe 
treated with pneumothorax of four years’ 
duration after which time a hemorrhagic ef- 
fusion appeared in the pneumothorax space. 
Blood count revealed findings indicative of 
myelogenous leukemia. Bleeding and coagu- 
lation time were normal. Enlargement of 
liver and spleen appeared several months later. 
It is thought that the hemorrhagic effusion in 
this case is due to leukemia. The occurrence 
of left pleurisy in leukemia is usually attribu- 
ted to perisplenitis and its extension into the 
surrounding structures. However, in the 
present case there was no demonstrable en- 
largement of the spleen at the time when pleu- 
ral effusion occurred.— Pleuréste hémorrhagique 
dans un pneumothoraz, signe révélateur d’une 
leucémie myéloide insidieuse jusque-la mécon- 
nue, W. Jullien & J. L. Jullien, Rev. de la 
tuberc., 1944-45, 9: 288.—( V. Lettes) 


Typhoid Empyema.—Empyema is one of 
the rarest complications of typhoid fever. 
The authors report the case of a 12-year-old 
white girl admitted to Children’s Free Hos- 
pital, Louisville, Kentucky, on June 24, 1942. 
Onset of illness was twenty-four days prior to 
admission with weakness and fainting. The 
following day chills, fever, and vomiting de- 
veloped and persisted until admission. Two 
weeks following the onset, stools became diar- 
rheal and three days before admission con- 
tained blood. Four days before admission 
there was severe pain accompanied by hemop- 
tysis. Shortly before admission the patient 
and her family had been visiting in the ‘“moun- 
tains.” Physical examination revealed an 
acutely ill child crying with pain in the right 
chest. There was a definite lag on the right 
with impairment to percussion posteriorly, 
especially below the level of the second rib. 
Breath sounds were diminished and tactile 
fremitus was absent in this area. Mild ab- 
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dominal distension was present and the tem- 
perature was 102.4° F., pulse 112, respirations 
30, red cells 5,010,000 with 97.4 per cent of 
hemoglobin, white cells 17,200 with 57 per 
cent polynuclears, 27 per cent lymphocytes, 2 
per cent monocytes, 14 per cent stab forms. 
Albumin one-plus and 5 to 15 white cells per 
field. Chest X-ray film revealed homo- 
geneous density in the base of the right lung. 
Aspiration yielded a small amount of thick 
bloody material from which B. typhosum was 
isolated. On June 26 and 29, blood serum 
agglutinated B. typhosum in dilution of 
1:1280, but cultures of whole blood were nega- 
tive for the organism. High caloric and high 
vitamin fluid diet were given, supplemented 
by infusions of dextrose and isotonic sodium 
chloride solution. Hemoptysis and vomiting 
continued. Fever was continuous, at times 
to 105° F. Despite repeated transfusions, by 
July 1st the red cell count was 3,350,000 with 
70 per cent hemoglobin. Urine culture at this 
time was positive. Stool cultures became 
positive. On July 3rd, stool, sputum and 
fluid aspirated from chest all contained B. 
typhosum. Blood culture was negative. On 
July 6, 250 cc. of purulent, gaseous, chocolate- 
colored material with a fecal odor were ob- 
tained by thoracocentesis. The aspiration 
was terminated because of persistent cough. 
The organism was obtained on culture of the 
pleural fluid. On July 8th, 500 cc. pleural 
fluid were aspirated, but again termination of 
the procedure was necessitated because of per- 
sistent cough. On July 10th, 350 cc. more 
were aspirated; because of persistent accumu- 
lation of fluid, open drainage was done, 500 ce. 
being obtained at the time of operation. A 
bronchopleural fistula was demonstrated at the 
time of operation. A soft rubber catheter 
was inserted. Postoperative course was 
stormy with gradual improvement. Patient 
became afebrile and has remained well 
since.—Typhoid Empyema: Report of a Case 
with Recovery, E. P. Scott & J. W. Bruce, 
Am. J. Dis. Child., March, 1946, 71: 277. 
—(K. R. Boucot) 


Hiatus Hernia.—A progressive herniation 
of the greater part of the stomach through the 
hiatus may lead to gastric volvulus, manifested 
clinically by phenomena of mediastinal com. 
pression and/or by occlusion of the pylorus 
and circulatory disturbances of the stomach, 
This type of hiatus hernia is not included in 
either of the best known classifications (Aker. 
lund and Harrington). Considering this vari. 
ety, the following classification is suggested: 
(1) thoracic stomach, due to shortness of the 
esophagus; (2) true hiatus hernia with pene. 
tration of the fundus through the hiatus, while 
the cardia remains in normal position; (3) the 
small hiatus hernia, corresponding to Har. 
rington’s hiatus insufficiency; (4) hiatus hernia 
with normal esophagus and elevation of the 
cardia; and finally (5) hiatus hernia with gas- 
tric volvulus, which may be considered as the 
most advanced stage of the true hiatus hernia. 
— Las hernias del hiato esofagico del diafragma: 
Su classification, R. C. Ferrari, Prensa méd. 
argent., August, 1946, 33: 1586.—(L. Molnar) 


Diaphragmitis.— Hedblom’s syndrome is de- 
fined as acute primary myositis of the dis- 
phragm manifested clinically by ponopnea 
(pain on inspiration) on affected side, limita- 
tion of mobility of lower chest wall and ten- 
dency to flaring out of costal margin with each 
inspiration. There may be pain in the upper 
abdominal quadrant or in the homolateral 
shoulder. Roentgen picture reveals a ten- 
dency of the involved diaphragm to rise and to 
have limited or absent mobility. Mobility 
may be resumed, but flattening remains. 
Diaphragmatic pleurisy due to involvement 
of the pleura or lung or to subphrenic per- 
toneal irritation are described as secondary 
“diaphragmitis” in contradistinction to Hed- 
blom’s syndrome which is primary in the 
muscle fibers with extension to the pleura 
above and to the subphrenic area below. The 
author has collected 42 cases in his own prat- 
tice. Diagnoses, in some instances, had beet 
made as diaphragmatic pleurisy, basal pneu- 
monia, acute cholecystitis or acute appendic- 
tis. Five case reports with roentgenograms 
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are presented. There is acute inflammation 
in the muscle and it may be limited to the 
muscle bundles or may extend to the serous 
surfaces. Acute cases may be characterized 
by a sudden onset with pain on the involved 
side which is localized over the costal margin 
and ipsolateral shoulder. Cough may or may 
not be present.—Acute Primary Diaphragmi- 
tis (Hedblom’s Syndrome) M. Joannides, Dis. 
of Chest, March-April, 1946, 12: 89. —(K. R. 
Boucot) 


Mediastinal Emphysema.— Mediastinal em- 
physema may occur following chest and 
neck trauma, surgical procedures on the neck 
and thorax, positive pressure anesthesia and 
pneumothorax. It may also occur in the 
course of any pulmonary infection which is 
accompanied by severe coughing spells. Re- 
cently, attention has been called to the spon- 
taneous occurrence of this clinical picture. 
The spontaneous and secondary types differ 
little in their clinical manifestations; the latter 
are more apt to result in severe symptoms. 
Pneumothorax is frequently associated with 
mediastinal emphysema; the pneumothorax is 
usually small and occurs over the apex of the 
lung. Mediastinal emphysema may be the 
precursor of spontaneous pneumothorax in a 
considerable proportion of cases. The pri- 
mary source of air in mediastinal emphysema 
is a ruptured alveolus. The air can then 
spread in two directions: to the periphery of 
the lung with formation of emphysematous 
blebs and a pneumothorax; or subpleural air 
may dissect back to the hilum and then into 
the mediastinum. Air from a ruptured alveo- 
lus can also move along the perivascular 
sheaths to the mediastinum. Mediastinal air 
may spread upward producing subcutaneous 
emphysema; it may also dissect downward 
retroperitoneally as far as the scrotum. This 
air may be under sufficient pressure to collapse 
the pulmonary and systemic veins. The two 
outstanding clinical features are chest pain and 
4 characteristic sound synchronous with the 
heart beat. The pain is usually first noted in 
the left upper or mid-chest; subsequently, it 


may become substernal and radiate in various 
directions, closely simulating anginal pain. 
The pain is aggravated by motion and breath- 
ing. The bizarre sounds heard over the pre- 
cordium are diagnostic and may come on a 
short time after the onset of the pain. These 
sounds are caused by the heart contracting 
against bubbles of air and have been variously 
described as clicking, crackling and crunching. 
They vary with respiration and the position of 
the patient. After several hours the sounds 
may disappear entirely. Within twenty-four 
hours, subcutaneous emphysema may appear. 
Chest X-ray films may reveal a thin line of 
air parallel to the cardiac border on either side. 
Electrocardiograms, blood counts and sedi- 
mentation rates are usually within normal 
limits. Acute pericarditis and acute coronary 
occlusion are the main differential problems. 
Electrocardiographic changes, fever and leuco- 
cytosis will usually serve to differentiate these 
two conditions from mediastinal emphysema. 
The pain in coronary occlusion is usually not 
affected by respiration. Treatment of medias- 
tinal emphysema consists of bed-rest, anal- 
gesics and sedatives. Bed-rest of several 
weeks’ duration is especially important since 
there is a definite tendency to recurrence. In 
severe cases, with subcutaneous emphysema 
and signs of mediastinal obstruction, surgical 
incision and direct aspiration of air may be 
required. Acute cellulitis of the mediastinum 
is a potential complication and prophylactic 
chemotherapy is advisable particularly in the 
presence of a respiratory infection. Seven 
case histories are detailed. Inone, the medias- 
tinal emphysema was associated with bron- 
chial asthma; 6 were of the spontaneous type. 
In 5 patients, the condition recurred. All 6 
spontaneous cases developed an associated 
pneumothorax.—Acute Mediastinal Emphy- 
sema, B. M. Schwarz, G. H. McIlroy & H. H. 
Warren, Ann. Int. Med., October, 1946, 25: 
663.—( Nayer) 


Mediastinal Cysts.—Since 1870 when von 
Wyss first reported a mediastinal cyst lined 
with primitive esophageal mucosa, 74 cases of 


26 ABSTRACTS 


intrathoracic cysts of foregut origin have been 
reported in the literature. Of these, 35 were 
lined with epithelium derived from primitive 
foregut in the region of the lung bud or from 
the lung bud itself, 12 with primitive esopha- 
geal epithelium, 15 with gastric mucosa, 4 with 
ntestinal mucosa and 8 with mucosa of mixed 
types. A 9-day-old white boy was transferred 
from the nursery because of several attacks of 
dyspnea, tachypnea and cyanosis during the 
previous two days. The infant nursed poorly 
and failed to gain weight. He was placed 
in an oxygen tent. Cyanosis and dyspnea de- 
veloped on removal from the tent. Three 
days after transfer, massive atelectasis with 
obstructive emphysema at the bases was noted 
roentgenologically. Dyspnea and cyanosis 
recurred despite oxygen therapy. The infant 
died seven days after transfer. Autopsy re- 
vealed a completely atelectatic left lung, the 
thoracic cavity being half-filled by a tense, 
cystic oval mass containing clear straw-colored 
watery fluid. Section of the cyst wall re- 
vealed in one area mucosa resembling that of 
the intestine; in another area the mucosa re- 
sembled that of the stomach. Theories re- 
garding embryological origin are presented, the 
authors outlining their own conviction that all 
these cysts are derived from the foregut at or 
near the region of the lung buds where gastro- 
intestinal and respiratory tract constituents 
are rapidly developing in close proximity. 
Pinching off of single cells or similar or dis- 
similar cells takes place. The descent of the 
pericardium and the natural lengthening of the 
gastrointestinal tract and the growth and de- 
velopment of the respiratory tract are partly 
responsible for the migration and final position 
of these cells. In eosphageal cysts separation 
of cells probably occurs at a more advanced 
stage; hence, migration is not so pronounced 
and the cysts often develop within the wall of 
the esophagus itself. Separation of cells 
forming bronchogenic cysts may occur early 
or late. Grossly all these cysts resemble each 
other. Classification depends on the his- 
tological character of lining mucosa and wall. 
Thirty-five cases of bronchogenic mediastinal 
cysts have been reported. There were 39 


cases of eosphageal, gastric, enteric and mixed 
mediastinal cysts. Eighteen of these 39 cases 
were found to have other congenital anomalies, 
The symptoms of mediastinal cysts of primi. 
tive foregut origin are primarily the results of 
mechanical pressure on adjoining structures, 
They may be present at birth or shortly there- 
after. However, especially in esophageal 
cysts, they may not appear for years, if at all, 
Commonest symptoms are dyspnea, cyanosis, 
and cough appearing soon after birth and may 
be intermittent. Roentgenological examina- 
tion may fail to outline the cysts. In such in- 
stances, aspiration of the cyst and introduc. 
tion of a radiopaque substance should be 
attempted. Treatment is always surgery.— 
Congenital Mediastinal Cysts of Foregut Origin, 
J. L. Olenik & J. W. Tandatnick, Am. J. Dis. 
Child., May, 1946, 71: 466.—( K. R. Boucot) 


Treatment of Suppurative Mediastinitis.— 
This condition has been, until recent years, a 
disease accompanied by a high mortality rate. 
Author reports 7 cases with 7 recoveries. The 
symptoms of acute suppurative mediastinitis 
develop within one to six hours of an esopha- 
gealinjury. The earliest symptom in all cases 
was pain on swallowing, and was noticed in 
some degree from the first fluids taken after 
injury. Physical signs observed in the cer- 
vical region were tenderness, fulness and 
edema along the sternomastoid muscle. 
Those with lower esophageal leakage had epi- 
gastric tenderness and spasm. All cases 
showed a rapid temperature elevation and in- 
creased leucocyte count from 13,000 to 31,00 
within twenty-four hours. A transient but 
treacherous improvement may induce in the 
physician a dangerous impression that re- 
covery has begun. Any patient suspected of 
having suffered an esophageal perforation 
should be examined promptly by X-ray. It 
is imperative that the diagnosis be confirmed 
or excluded promptly. If a perforation is 
present it may be demonstrated by extravass 
tion of the barium mixture and immediate 
drainage must be instituted. In treatment 
the primary requirement is the prompt estab- 
lishment of dependent drainage and gastros- 
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tomy. Thesite of drainage is determined by 
the level of the esophageal perforation and the 
location of the mediastinal abscess. In all 
cases the infection was found to extend into 
the upper thorax. In each of these cases the 
mediastinal abscess was packed loosely with 
dry gauze. One catheter was placed for con- 
stant drip of penicillin or sulfanilamide solu- 
tion. Another catheter was placed on suction 
with its inner end within the wound in the 
chest wall. All patients kept in the Trendel- 
enburg position for five days. The irrigations 
discontinued and gauze packing removed on 
the fifth day and a soft rubber tube inserted 
for maintenance of drainage. Rubber tube 
gradually shortened as drainage decreased. 
The gastrostomy is essential to put the esoph- 
agus at rest until the perforation has healed. 
Food, vitamin and water intake was kept high 
and chemotherapy used in massive dose until 
after all signs of systemic infection had sub- 
sided.— Acute Suppurative Mediastinitis, R. 
Adams, J. Thoracic Surg., October, 1945, 15: 
$36.—(W. M. G. Jones) 


Surgery in Congenital Heart Disease.— 
Anastomosis of the subclavian or innominate 
artery to either the right or the left pulmonary 
artery for the relief of anoxemia due to pul- 
monary stenosis or pulmonary atresia was ad- 
vised by Blalock and Taussig in 1945. Use of 
the innominate artery for such an anastomosis 
entails the hazard of an inadequate supply of 
blood to the brain. Experimental work on 
dogs showed that clamping off the aorta com- 
pletely for any considerable length of time 
leads to paralysis of the hind legs in a fair num- 
ber of cases. A procedure is advised by which 
an anastomosis between the aorta and the pul- 
monary artery can be performed while a sub- 
stantial amount of blood is flowing through the 
aorta. This was made possible by a new type 
ofclamp. The two flanges of this clamp en- 
circle the aorta and, when closed, pinch off a 
small portion of the aorta to allow room for an 
anastomosis. The technique of the operation 
is described in detail. This operation was per- 
formed on 3 children suffering from congenital 
heart disease diagnosed as tetralogy of Fallot. 


One child died thirty-six hours after the opera- 
tion. The other 2 children benefited tremen- 
dously by the operation. There was marked 
decrease in cyanosis, red blood cell count and 
hemoglobin immediately following the opera- 
tion.— Anastomosis of the Aorta to a Pulmon- 
ary Artery: Certain Types in Congenital Heart 
Disease, W. J. Potts, S. Smith & S. Gibson, 
J.A.M.A., November 16, 1946, 132: 627.— 
(H. Abeles) 


Pulmonary Embolism.—In experimental 
pulmonary embolism a peculiar state of shock 
develops, characterized by hypertension in the 
lesser circulation, hypotension in the major 
circulation and vasoconstriction in both. It is 
due to a disturbance in. the distribution of 
blood between the arterial and venous system, 
produced by a spasm of the pulmonary vessels. 
This spasm is independent of sympathetic in- 
ervation; it persists after bilateral sympathec- 
tomy. The peripheral vasoconstriction is 
attributed to the diminution of the cardiac 
output.—M. L. Binet & M. Burstein, Presse 
méd., October, 1946, 633.—( V. Leites) 


Dilatation of Pulmonary Artery.—Isolated 
congenital dilatation of the pulmonary arterial 
tree without other developmental anomalies 
with the exception of hypoplasia of the aorta 
is extremely rare. A 41-year-old white wo- 
man was seen who had had dyspnea and pal- 
pitations for the past seven years. Three 
weeks prior to her hospital admission she de- 
veloped fever and chills. On physical ex- 
amination she showed cyanosis of finger tips 
and toes, a systolic thrill over the precordial 
region, enlargement of the heart to the right 
and a systolic murmur at the left sternal bor- 
der. Fluoroscopy revealed a dilated pul- 
monary conus, pulsation of the pulmonary ves- 
sels and hypertrophy of the right ventricle. 
On blood culture Streptococcus viridans was 
found. The clinical diagnosis of patent duc- 
tus arteriosus was made. An operation was 
performed to tie off the ductus arteriosus. 
The patient died in the operating room. The 
autopsy revealed a tremendous hypertrophy 
of the right side of the heart. The aorta was 
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small. The pulmonary artery and its 
branches were enlarged and showed arterio- 
sclerosis. There was thrombosis in some of 
the large and medium sized pulmonary 
arteries. There was no communication be- 
tween pulmonary artery and aorta. There 
was no fibrosis nor emphysema of the lungs, 
but a moderate degree of atelectasis. The 
presence of a large pulmonary artery and a 
small aorta is apparently due to an unequal 
division of the truncus arteriosus communis. 
The arteriosclerotic changes are believed to be 
due to the abnormal stretching forces in the 
wide artery.— Congenital Dilatation of the Pul- 
monary Arterial Tree, M. M. A. Gold, Arch. 
Int. Med., August, 1946, 78: 197.—(G. C. 
Leiner) 


Superior Vena Cava Obstruction.—Two 
case reports of mediastinal tumors leading to 
obliteration of the superior venacava. Inthe 
first case a primary pulmonary sarcoma had 
invaded the superior vena cava and the right 
auricle. Marked collateral circulation had 
developed between the umbilical and epigas- 
tric veins. There was engorgement of the 
jugular veins, dyspnea, cyanosis, unilateral 
edema of the arm and breast and bilateral 
pleural effusions. In the second case a car- 
cinoma of the esophagus had penetrated into 
the superior vena cava which became ob- 
structed 3 cm. above the right auricle. Clin- 
ically there had been no collateral circulation 
nor edema, but considerable dyspnea, cyano- 
sis and a tracheal tug. The neoplasm had not 
produced marked narrowing of the esophagus; 
the growth had been eccentric with formation 
of a huge mediastinal tumor.—Oblitération de 
la veine cave supérieure et tumeur du mediastin, 
R. Lutembacher, Presse méd., October, 1946, 
643.—( V. Lettes) 


Superior Vena Cava Obstruction.—Three 
cases are reported. All showed the classical 
clinical picture. The onset was gradual. A 
noteworthy fact is that there was swelling of 
the head and neck but not of the upper ex- 
tremities. The venous pressure in the area 
drained. by the superior vena cava was ele- 


vated. Application of a tourniquet to the 
chest caused increased elevation. The cir. 
culation time was prolonged. Roentgeno- 
grams showed slight widening of the superior 
mediastinal shadow. The conclusion was 
reached that the obstruction was due to 
chronic mediastinitis. A review of the litera- 
ture indicates that mediastinitis is attributable 
to: (1) tuberculosis, (2) syphilis and (3) un- 
determined. The author wonders whether the 
presence of calcified lymph nodes or a positive 
serological test for syphilis are per se adequate 
evidence for a specific etiology. The 3 re- 
ported cases do not shed any light on a possible 
etiological cause. Some temporary relief is 
afforded by venesection. Antisyphilitic ther- 
apy is beneficial in suitable cases. Medias- 
tinotomy with the objective of cutting the 
scars is of questionable value.—Supertor Vena 
Canal Obstruction Due to Chronic Mediastinttis, 
O. Tubbs, Thoraz, December, 1946, 1: 247.— 
(A. G. Cohen) 


Tuberculosis and Empire Responsibility.— 
Sixty million people live in the British Colonies 
exclusive of the Dominions. Exhaustive 
plans for their welfare do not include tuber- 
culosis. A survey on Empire and Colonial 
Tuberculosis by Prof. Lyle Cummins asserts 
that the number of victims of such dreaded 
diseases as bubonic plague and cholera rank 
far behind those of tuberculosis. This is true 
of other much publicized tropical diseases. 
Cummins thinks the difference between 
European and non-European natives in their 
reaction to tuberculosis is a difference in the 
speed at which immunity takes place. In 
civilized man, relative immunity is acquired 
with fair rapidity. In the primitive, it devel- 
ops slowly; in the meantime, serious and fatal 
disease may have taken place. Native 
peoples are becoming more industralized, and 
hence the hazard of tuberculosis will be in- 
creased.— Tuberculosis: An Empire Respon- 
sibility, Annotations, Brit. M. J., November 9, 
1946, 4479: 700—(R. W. Clarke) 


Tuberculosis in Trinidad and Tobago.— 
Inhabitants of these islands are descendants of 
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African slaves, workers from India, Spanish 
and French settlers, a total of half a million. 
Africans predominate in the town, Indians in 
the rural areas. Tuberculosis mortality has 
declined from 275 per 100,000 in 1898 to 93 at 
present. The incidence of non-pulmonary 
tuberculosis is low; little milk is used; there is a 
higher death rate in the towns. Africans tend 
to present more acute than chronic disease; 
the Indians have less disease with a tendency 
towards chronicity. Recommendations in 
the report of the Colonial Office conducted 
by W. Santon Gilmour consist of a chief 
tuberculosis officer, a medical superintendent, 
a sanatorium-hospital of 268 beds, two chief 
clinics, 8 long-term policy of better housing 
and slum clearance.— Tuberculosis in Trinidad 
and Tobago, Annotations, Brit. M. J., August 
$1, 1946, 4469: 3083—(R. W. Clarke) 


Tuberculosis Mortality in France.—Tuber- 
culosis mortality in 18 large French towns in 
1945 was compared with the average rates 
during the period 1934 to 1936. Causes of 
error in the evaluation of the available statis- 
tical data are discussed. All reservations 
made, the results of the study seem to indicate 
a notable decrease of tuberculosis mortality 
during this period, a fact considered para- 
doxical, but for which no adequate explanation 
is given.— La mortalité par tuberculose dans 
les grandes villes frangaises en 1945, P. 
Boulanger, F. de Cambrun & M. Moine, Bull. 
Inst. Nat. d’hyg., July-September, 1946, 1: 
161.—(V. Lettes) 


Social Factors and Tuberculosis.—A com- 
parative study is made of tuberculosis mor- 
tality in France between the years 1925 and 
1942. In the first years of life, tuberculosis 
mortality showed a decline of 45 per cent in 
1936 as compared to 1925. An increase of 
80 per cent took place between 1936 and 1942. 
Both sexes are equally affected. The tuber- 
culosis mortality of adults showed marked 
differences according to sex. Thus, the 
mortality of males between the ages of 20 and 
24 declined by 36.5 per cent from 1925 to 
1936, as compared to a decline of 42 per cent 


in women of the same age. This age group 
shows an increase in mortality during the 
war years as high as 41 per cent for males and 
10.5 per cent for females. The highest rise in 
mortality (57 per cent) was found in men in 
the age group 30 to 34 from 1936 till 1942. 
The corresponding rise for females was 15 per 
cent. The marked difference in the mortality 
rate of the two sexes cannot be explained by 
factors which are identical for males and 
females, such as tuberculosis control, treat- 
ment, housing and food shortage, etc. Work- 
ing conditions leading to excessive fatigue 
are mainly held responsible for the high 
tuberculosis mortality in males. Another 
factor increasing this rate is the death of 
repatriated prisoners of war having contracted 
tuberculosis during captivity—La_ tuber- 
culose et le terrain social, P. Boulanger, Rev. de 
la tuberc., 1946, 10: 266.—( V. Leites) 


Tuberculosis in Industry.—To the em- 
ployer responsible for the welfare of his staff, 
who must measure efficiency in terms of cost 
and production, infection and reduced working 
capacity are two features of tuberculosis that 
cause him to look upon the employment of 
tuberculous personnel with anxiety. Pri- 
marily, contact with the tubercule bacillus is 
occurring in the later age groups with the 
highest incidence of tuberculosis. The dis- 
covery rate has increased so that the rise in 
incidence is not a true rise in the rate of 
development. So-called harmless dusts may 
indirectly spread tuberculosis by causing 
chronic catarrh in an individual with an 
undiscovered active lesion, the so-called 
catarrh being responsible for increased cough, 
and the droplets thus produced bearing 
tubercle bacilli from the unsuspected active 
lesion. In offices where a number of cases of 
pulmonary tuberculosis had occurred, sickness 
due to colds was high, and also methods for 
removing of dust were inadequate. Light 
work under bad conditions may be more harm- 
ful than heavy work under good conditions to 
those having recovered from tuberculosis or 
those who are potential patients. Irritating 
fumes may produce an inflammatory reaction 
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of the lung favoring the development of 
tuberculosis. In the past, too much time and 
skill have been wasted on the impossible task 
of restoring the advanced case to health. 
It is urged that more time and better re- 
habilitation, including the granting of financial 
assistance, be given to those recovering from 
tuberculosis. For those unable to find 
suitable work, special workshops are urged.— 
Tuberculosis in Industry, F. Heaf, Brit. M. J., 
December 28, 1946, 4486: 975. —(R. W. Clarke) 


Tuberculosis in Amsterdam—Data 
were collected during the years of 1934 to 1938 
at the Amsterdam Tuberculosis Dispensary 
from 790 people whose spouse showed tubercle 
bacilli in sputa or gastric contents; 327 of them 
were followed until 1942. All patients were 
laborers or belonged in the lower middle class 
income group. All cases, in which there was 
any doubt about the marital origin of the 
tuberculosis, were eliminated. The preva- 
lence of marital tuberculosis was 6.8 per cent in 
women and 3 per cent in men, average of 4.9 
percent. These figures were compared with 
the average morbidity of tuberculosis in mar- 
ried citizens of Amsterdam, whose spouses did 
not suffer from tuberculosis. The morbidity 
of marital tuberculosis in men was 2.18 per 
cent, morbidity without conjugal infection was 
0.44 per cent. In women these figures are 
respectively 5.18 and 0.5 per cent. Conjugal 
contamination revealed in men to a fivefold, 
in women to a tenfold morbidity. In women 
under the age of 30 years, marital tuberculosis 
was found twice as frequently, as in women 
past that age. Influence of pregnancy and 
child birth could not be established with cer- 
tainty. The results of the tuberculin tests 
before the beginning of the contaminating 
contact in marriage, were unknown in the 
majority of cases. Under unfavorable condi- 
tions (housing, feeding, income), twice as 
many cases of marital tuberculosis occurred as 
under favorable conditions. Thrice as many 
cases of conjugal tuberculosis were found in 
the marital partners in whose family tuber- 
culosis patients were known, as in those 
coming from tuberculosis-free famiiies. Over 


58 per cent of the cases of marital tuberculosis 
had positive sputa. Mortality was 40 per 
cent. Routine examinations of spouses of pa. 
tients with open tuberculosis is recommended, 
This should be pursued for two years after the 
end of the contact.—Marital Tuberculosis in 
Amsterdam, J. Meyer’s, Gravenhage, 1946, (a 
monograph).—( K. van Leeuwen) 


Causes of Death in Psychopathic Hospital, 
—In a survey of the causes and incidence of 
death in an acute psychopathic hospital, 332 
persons died of 3,374 patients admitted. Of 
2,547 non-senile patients, 101 died, cardio- 
vascular disease being the most common cause. 
Alcoholism and general paresis were the next 
most common causes, 10 per cent died of “‘agi- 
tation” of unknown etiology and 5 per cent of 
tuberculosis.—Analysis of the Incidence of 
Death in an Acute Psychopathic Hospital, L. 
Madow & J. Stouffer, Am. J. M. Sc., October, 
1946, 212: 471.—(G. F. Mitchell) 


Tuberculosis in Sanatorium Personnel.— 
The control program at the Tuberculosis Sana- 
torium of Huipulco, Mexico, is as follows: only 
tuberculin-positive persons over age 20 are 
accepted for employment; a roentgenogram is 
taken at the time of employment and annually 
thereafter; a complete physical examination is 
given, and repeated with chest X-ray exami- 
nation on occurrence of any illness regardless of 
the apparent lack of relationship to tuberculo- 
sis. Personnel is classified according to ex- 
posure into three groups: (1) highly exposed 
(doctors, nurses, maids, orderlies, etc.); (2) 
incidental contact (pharmacists, painters, 
etc.); (8) never exposed (cooks, some clerks, 
etc.). Over an eight-year period, 492 indi- 
viduals worked at the sanatorium for periods 
of time varying between several weeks and 
eight years. Among the 357 highly exposed 
individuals, only 2 maids, one gardener and 
one orderly developed reinfection type tuber- 
culosis. This represents an incidence of 1.1 
per cent, which is lower than that in the gen- 
eral population of Mexico City. None of the 
other two groups developed demonstrable 
lesions. Tubercle bacilli were never demon- 
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strated in the sputum of the 2 maids, but in 
that of the orderly —Tuberculosis among 
Sanatorium Personnel, D. G. Alarcon, Dis. of 
Chest, July-August, 1946, 12: 336.—(K. R. 
Boucot) 


Readaptation of the Tuberculous.—Re- 
adaptation of the ex-sanatorium patient to the 
outside world is a problem that resembles the 
readaptation of the demobilized service man. 
Adult education or vocational guidance and 
occupational therapy, patient organizations 
and activities both within and outside the 
sanatorium, aid in this problem.—Réadapta- 
tion et ttiberculose, G. Descarreux, Laval méd., 
January, 1947, 12: 67.—(E. Bogen) 


Bed Usage in Tuberculosis.—In view of the 
present limited supply of beds for tuberculous 
patients it is questionable whether minimal or 
far advanced cases should be hospitalized. 
The apparently irreconcilable views of the 
“private chest specialist who is interested 
primarily in the individual patient” and “‘of 
the public official who is concerned with the 
health of the entire community ... are easily 
made compatible if certain fundamental con- 
cepts are understood.” Both “must agree 
that a bed occupied by a person who could be 
supervised adequately as an ambulatory case 
is a bed lost to a patient whose disease could 
be arrested and prevented from spreading.” 
In any community the morbidity and mor- 
tality rates, the quantity and availability of 
hospital beds, clinics, nursing, medical, social 
and other professional services, the number 
and distribution of physicians trained in chest 
diseases are important factors in determining 
the local problem and instituting a sound pro- 
gram; certified laboratories must be available. 
“What is the purpose of hospitalization of the 
tuberculous—isolation or treatment?—Does 
the community with a scarcity of beds, benefit 
more through the hospitalization of minimal 
inactive cases or of advanced infectious cases? 
[This is an obvious petitio principii. The 
dilemma is not between “minimal inactive 
cases and advanced infectious cases’’ but be- 
tween minimal active cases and more or less 


equally infectious but advanced and fre- 
quently hopeless cases.—Editor]—Should 
communities develop preventoria for children 
who are heavily exposed and certain to become 
infected, but do not have yet clinical disease?”’ 
The answers are: “The protection of the 
health of the community takes precedence over 
the health of any individual.—The positive 
sputum case must be hospitalized to prevent 
spread of the disease; the earlier the case is 
found the better —Hospitalize the infectious 
adult source and thereby remove the danger 
of infecting children in the home. It is easier 
and more economical to hospitalize one parent 
than three or more children.” The positive 
sputum cases should be separated into those 
with little hope of recovery and those with 
remediable disease. ‘‘Hospitalize first the 
remediable positive sputum group. The ir- 
remediable ...case could be isolated in the 
general hospital until the terminal episode.” 
If this is impracticable, “the hopeless case 
should be cared for in the home under the best 
possible isolation technique, supervised by a 
public health nurse. Advanced positive spu- 
tum cases already in sanatoria but not benefit- 
ing from treatment should be... replaced by 
positive ...cases that have chances for re- 
covery.... The minimal case with... active 
disease should be given equal opportunity with 
the advanced remediable case, so that progres- 
sion of the disease can be prevented.”’ Mini- 
mal cases with no tubercle bacilli “can be 
supervised as ambulatory patients in the 
clinics and the offices of physicians trained in 
chest diseases;’’ they must be supervised with 
utmost care. Only a certain proportion of 
minimal cases break down. Those with early 
evidence of progressive disease must be hos- 
pitalized. “It is wasteful to hospitalize all 
minimal cases when hospital facilities are 
grossly inadequate” and when “prolonged 
follow-up studies have demonstrated that only 
a limited number really needed sanatorium 
care.”—“We must think of the community 
first and of the individual next. Available 
beds should be used principally for the 
spreaders of tuberculosis whose lesions can be 
arrested, and for minimal cases with labora- 
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tory evidence of active disease.” A limited 
number of minimal cases may be hospitalized 
when the question of activity is still in doubt. 
“Tt is becoming more and more widely recog- 
nized that a tuberculous patient is not only 
an individual in a community but alsoa carrier 
of the disease in that community. We must 
choose carefully in terms of social welfare if 
limited resources are to be utilized and tuber- 
culosis eventually eradicated.’”— Economy of 
Bed Usage in Tuberculosis, H. E. Hilleboe, 
Pub. Health Rep., February, 1947, 62: 185.— 
(O. Pinner) 


Case-finding.—A Board of Roentgenology 
consisting of five members was appointed by 
the Veterans Administration to investigate the 
relative diagnostic efficiency of the different 
roentgenographic and _photofluorographic 
methods used in tuberculosis case-finding. 
The entire population of two Veterans Admin- 
istration institutions were surveyed. A 35 
mm. photofluorogram, a 4 by 10 inch stereo- 
photofluorogram, a roentgenogram on a 14 by 
17 inch paper negative and a conventional 14 
by 17 inch celluloid film were taken within a 
few minutes of one another of 1,256 per- 
sons. The films were interpreted independ- 
ently by the five readers. The subjective 
errors were of two main types: (1) interin- 
dividual variation, the failure of an individual 
reader to be consistent with other readers in 
interpreting the same set of films; (2) intrain- 
dividual variation, the failure of a reader to be 
consistent with himself in two independent 
interpretations of the same set of films. It is 
recommended that in mass surveys all films 
be read independently by at least two inter- 
preters. The results of the analysis justify 
the conclusion that, except for a slight disad- 
vantage to the miniature techniques resulting 
from overreading, not one of the methods is 
superior to any of the other methods.— T'uber- 
culosis Case Finding, a Comparison of the 
Effectiveness of Various Roentgenographic and 
Photofluorographic Methods, C. C. Birkelo, 
W. E. Chamberlain, P. E. Phelps, P. E. 
Schools, D. Zacks & J. Yerushalmy, J. A. M. 
A., February 8, 1947, 133: 359.—( H. Abeles) 


Colleges and Control Programs.—The first 
Committee on Tuberculosis of the American 
Student Health Association was appointed in 
1931. At that time no routine case-finding 
program existed, and diagnosis was on a symp- 
tomatic and delayed basis. Tremendous 
strides have been made in the past fifteen 
years, though all colleges do not participate, 
The tuberculin test is an essential part. A 
positive reaction demonstrates infection. An 
average of only 18.6 per cent of students re- 
acted on admission to colleges in 1942-43, 
The incidence has been decreasing in the past 
fifteen years, to as low as 10 per cent in several 
schools in 1945. About 20 per cent of reactors 
show a primary lesion (calcification) by X-ray, 
(Calcifications may be due to nontuberculous 
causes in certain areas of the country.) 
Tuberculin reactors with primary infection, 
but without lesions on X-ray examination need 
close observation (50 per cent of the reactors, 
it is claimed, later develop disease). The 
X-ray film is not infallible as a screening 
method, as was demonstrated in examination 
of 18,000,000 candidates for the armed 
services. Far less than 50 per cent of those 
rejected with supposed tuberculosis had active 
disease, and ‘normal’ films of some of those 
who later developed tuberculosis were found to 
show lesions on reéxamination. All Student 
Health Services should arrange for recurrent 
tuberculin tests, X-ray examination of reac- 
tors, complete clinical examination of all 
students, close observation of reactors with 
inactive lesions, care of those with active dis- 
ease and examination of all contacts. Nursing 
and medical students have a special tuberculo- 
sis hazard because of their hospital contacts. 
They should not be allowed to care for tuber- 
culous patients unless the most rigid con- 
tagious disease technique is used. The tuber- 
culosis problem in schools can be solved better 
by use of established methods than by vac- 
cines.— Tuberculosis Control in Colleges and 
Universities, J. A. Myers, Journal-Lancel, 
December, 1946, 66: 409.—(W. H. Oatway, Jr.) 


Chest Survey in Dachau Concentration 
Camp.—Radiographic chest examinations were 
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made of patients admitted to one of the evacua- 
tion hospitals functioning as station hospitals in 
the Dachau Camp. Examinations were begun 
the day after arrival in the camp under over- 
whelming odds and with a typhus epidemic 
prevalent. Many of the patients first seen 
were in very poor physical condition and some 
were moribund. Among 2,267 patients ex- 
amined, 626 had active pulmonary tuberculo- 
sis (27.54 per cent), 324 of whom (51.7 per 
cent) had bilateral disease. There were 365 
cases with undiagnosed pneumonic densities 
and peribronchial infiltrations and 17 per cent 
of these had bilateral involvement. A large 
number of these, along with the 114 patients 
with pleural effusion, were doubtless tubercu- 
lous. Many persons were released, in spite of 
warnings, who were not examined or X-rayed. 
Tuberculosis was of a fulminating character, 
mostly in the moderately advanced or far 
advanced stages. The fibro-phthisical stage 
was rarely seen at autopsy. Malnutrition 
added to overcrowding undoubtedly contribu- 
ted to the high incidence of tuberculosis. 
Pleural lesions were common. Fifty-seven 
patients had fractured ribs as the result of 
trauma. Enlarged hearts were observed in a 
considerable number of moderately and far 
advanced cases of tuberculosis and it was 
noted that the configuration of a great many 
hearts resembled the “‘beri-beri’”’ type of heart 
so that avitaminosis may have played a large 
part as a causative factor. Cardiac displace- 
ment or distortion was seen in 30 patients due 

either to massive pleural effusion or fibrous 

band retraction. Numerous other chest con- 

ditions were also noted. The incidence of 

tuberculosis in Europe will be greatly increased 

in the next ten years due to the return of dis- 

placed persons from concentration camps who 

have undiagnosed active disease as well as a 

universally insufficient diet and overcrowding 

in large cities—A Radiographic Chest Survey 

of Patients from the Dachau Concentration 

Camp, A. D. Piatt, Radiology, September, 

1946, 47: 284.—(G. F. Mitchell) 


Histogenesis of Tuberculosis.—The de- 
velopment of the granulation tissue typical for 


tuberculosis, the epithelioid-giant cell tubercle, 
is always preceded by exudative changes. Be- 
tween the cells of the tubercle, fibers gradually 
appear. Ultimately the entire focus is trans- 
formed into a nonspecific scar. This process 
is, in principle, the same in all organs. Casea- 
tion belongs to the exudative stage. A small 
caseated focus can be replaced by epithelioid- 
giant cell proliferation. A larger caseated 
focus can be surrounded by granulation tissue 
and then be encapsulated in fibrous tissue. It 
is wrong to speak of exudative and of pro- 
ductive tuberculosis; both processes are only 
phases in the development of the tuberculous 
disease. The prognosis of a tuberculous focus 
depends mainly on its size at the time of its 
origin. The prognosis depends, of course, also 
on the number of foci, on their localization and 
on the presence or absence of cavities.— Histo- 
genese der Tuberkulose und LEinteilung der 
Lungentuberkulose, P. Huebschmann, Wien. 
klin. Wehnschr., August 9, 1946, 58: 450.—(G. 
C. Leiner) 


Development of Phthisis.—The current 
trend in French literature stresses the impor- 
tance of exogenous reinfection. The author 
restates the arguments of the endogenists. It 
is admitted that calcified primary lung le- 
sions are usually sterile and cannot be con- 
sidered a potential source of endogenous prop- 
agation. However, virulent bacilli are said 
to be found in the hilar nodes in 10 to 20 per 
cent of cases, a fact which would be sufficient 
to explain the endogenous origin of pulmonary 
tuberculosis, since only a minority of persons 
with primary infection develop phthisis in later 
life. Moreover, the lymph nodes at the base 
of the neck, in particular at the venous angle, 
have been found infected in 81 per cent of 
cases. Other important reservoirs of bacilli 
are all extrapulmonary foci of the postprimary 
period, which are extremely frequent, although 
clinically mostly silent. From all these 
sources hematogenous propagation to the 
lungs takes place, producing the apical foci of 
Simon. A time interval of one to two years 
separates the primary period from the X-ray 
appearance of these lesions. Endobronchial 
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extension from caseous areas within Simon foci 
leads to the development of the early infiltrate 
and to progressive phthisis.—Sur l’origine de la 


phtisie, A. Dufourt, Rev. de la tuberc., 1946, 


10: 15.—( V. Lettes) 


Pulmonary Faradization.—With the inten- 
tion of influencing the nervous regulatory 
mechanisms of the lung and thus obtaining 
closure of cavities, pulmonary faradization 
was performed in 26 cases of pneumothorax 
with uncontrolled cavities. The electrode was 
introduced through a cannula into the pneu- 
mothorax space; 4 to 6 sessions were given at 
intervals of one to two weeks, each session 
consisting of four to six faradizations of the 
pulmonary surface in the neighborhood of the 
cavity. Among 7 cases of pneumothorax with 
adhesions there was disappearance of the 
cavity in 2 cases following this treatment; in 2 
other cases the cavity diminished in size. No 
effect was obtained in the remaining 3 cases. 
Among 19 cases of pneumothorax without ad- 
hesions faradizations were performed early in 
5 cases, all of which were successful; 15 cases 
received faradizations two to seven months 
after pneumonolysis. Cavity closure occurred 
in 13 cases. A common consequence of pul- 
monary faradization was the development of a 
transitory atelectasis, usually lasting four to 
six days.—Traitement des cavernes résiduelles 
sous pneumothorax par faradization pulmo- 
naire, J. Braillon, Rev. de la tuberc., 1946, 10: 
252.—( V. Leites) 


“‘Reflexotherapy” in Pulmonary Tuberculo- 
sis.—Intravenous injection of gomenol oil and 
neutral oil produced pulmonary reactions of a 
congestive nature similar to those provoked by 
intrapleural administration of various sub- 
stances. In both cases perifocal reactions of a 
presumably nonspecific character occur, ac- 
companied by fever. These nonspecific 
reactions can be exploited therapeutically inas- 
much as they represent “useful’’ mechanisms— 
stimulation of tissue processes and “‘postcon- 
gestive sclerosis.” Good results have been 
obtained in torpid forms of pulmonary tuber- 
culosis. Great caution should be exerted in 


the selection of cases. All cases with high al- 
lergy are to be excluded. Particular atten- 
tion must be given to dosage and interval of 
injections in order to avoid exacerbations 
exceeding the desired result. The dangers 
inherent in this method are admitted.— La 
réflexotherapie par vote intraveneuse dans la 
tuberculose pulmonaire, P. Lefévre & G. Weill, 
Rev. de la tuberc., 1946, 10: 481—( V. Leites) 


Amphetamine in Pulmonary Tuberculo- 
sis.—The prevailing moods in tuberculosis 
patients are depression and increased anxiety. 
Anxiety over the outcome of various collapse 
measures often tends to vitiate the benefits of 
treatment. In an attempt to assist patients 
through the strain of thoracoplasty, 10 mg. 
of amphetamine sulphate were given orally 
daily. This produced slight euphoria, im- 
provement in appetite and disappearance of 
minor complaints. In another group of pa- 
tients, administration of the drug lessened the 
long strain of hospitalization. There was no 
insomnia or elevation of blood pressure.— 
Amphetamine in Pulmonary Tuberculosis, L. 
E. Houghton & F. L. Corrigan, Lancet, Decem- 
ber 14, 1946, 2: 864.—(A. G. Cohen) 


Sternal Puncture in Pulmonary Tuberculo- 
sis.—Comparative studies of blood and bone 
marrow were carried out in 35 cases of pul- 
monary tuberculosis. The first group of pa- 
tients (18 cases) had far advanced cavitary 
disease with marked constitutional involve- 
ment and high sedimentation rate. The 
second group (17 cases) had minimal or moder- 
ately advanced tuberculosis with positive spu- 
tum and low sedimentation rate. In both 
groups a close parallelism was found between 
the findings in the blood and in the bone mar- 
row. The blood picture of patients with far 
advanced tuberculosis showed the usual hypo- 
chromic anemia, moderate leucocytosis with 
marked increase in the polynuclear cells up to 
95 per cent and a corresponding decrease in the 
percentage of lymphocytes and monocytes. 
Bone marrow studies in this group showed im- 
paired erythropoiesis with decrease in the num- 
ber of erythroblasts and normoblasts, marked 
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increase of neutrophil myelocytes and poly- 
nuclears, and diminution of lymphocytic and 
monocytic elements. Blood and bone marrow 
examination in the second group of patients 
showed changes of the same nature as in the 
first group, but to a much lesser degree. A 
special study was made of the toxic granula- 
tions of leucocytes in the blood and in the mar- 
row. The proportion of toxic granulations to 
normal granulations was established for each 
cell form. The group with far advanced dis- 
ease revealed the presence of toxic granulations 
in over 50 per cent of polynuclear leucocytes. 


Toxi lati 
The factor varied be- 


Normal granulations 

tween 1.2 and 1.9. In the bone marrow toxic 
granulations were found in the neutrophil 
polynuclears, myelocytes and promyelocytes, 
the incidence being highest in the youngest 
forms, where the factor was found to be 2.8— 
3.1. This factor was considerably lower in the 
second group of patients (0.04-0.35 for the 
polynuclears of the blood). In several cases 
of this group a factor higher than one for the 
cells of the bone marrow was found to indicate 
a tendency towards progression of disease.— 
Myélogramme et granulations toxiques au cours 
de la tuberculose pulmonaire chronique, L. 
Bethaux & A. Fabre, Rev. de la tuberc., 1946, 
10: 239.—( V. Leites) 


Mass Radiography.—A group of 9,142 
Royal Air Force personnel who had just re- 
turned to England after having been prisoners 
of war in Germany were X-rayed. This 
group did not include a certain number of cases 
unfit to travel and admitted directly to hos- 
pitals. In the group of nontuberculous ab- 
normalities found there were 17 cases of aber- 
rant pulmonic consolidation. This cleared on 
subsequent X-ray films (after termination of 
leave) or after a short hospital stay. The 
other nontuberculous abnormalities were not 
significant. There were 47 cases of active 
tuberculous infiltration (0.5 per cent). There 
were 64 cases of inactive pulmonary tuberculo- 
sis; 59 cases showing calcified nodules only; 27 
with calcified hilar nodes and 51 showing both 


calcified nodules and hilar nodes. Sixty-four 
per cent of the active infiltrations were in the 
20 to 24 age group. Nineteen of the active 
‘cases were sputum-positive. After hospi- 
talization and gastric washings were done, 
an additional 8 cases were found to be positive. 
Most of the men had been interned for a period 
ranging from one to four years. The higher 
incidence of disease found in this survey was 
attributed to factors associated with close 
living quarters and a lowered resistance— 
in the first instance due to mental stress and 
in the later stages actual malnutrition.— Re- 
sults of Mass Radiography of R.A.F. Ex- 
Prisoners-of-War from Germany, A. G. Evans, 
Brit. M. J., June 15, 1946, 1: 914.—(D. H. 
Cohen) 


Inherent Efficiency of X-ray Methods.—The 
diagnostic efficiency of a particular radio- 
graphic method is limited by (a) “inherent 
errors” resulting from failure of certain types 
of films to record detail with sufficient clarity, 
and (b) “subjective error” due to poor judg- 
ment, Jack of concentration or fatigue of the 
reader. The detail or clarity required of a 
particular type of film for the detection of pul- 
monary lesions varies widely according to the 
size, chemical composition and structure of 
the lesion. The ability of an X-ray film to 
record detail may be evaluated quantitatively 
by radiographing on it a test object having a 
pattern that can be carried from a fine to a 
coarse configuration. The ability of the eye to 
record detail varies with the eye and the film 
viewed. On the basis of these principles a 
simple method of studying the inherent 
error of all mass chest radiographic methods is 
described, and the experimental results are 
presented. It was found that fluoroscopy is 
not wholly satisfactory for detecting minimal 
tuberculous lesions, but that 35 mm., 70 mm., 
4 by 5 inch celluloid and 14 by 17 inch sensi- 
tized paper are all inherently capable of de- 
tecting random samples of minimal, moder- 
ately advanced and far advanced lesions with 
a high degree of accuracy.— The Inherent Effi- 
ciency of the X-ray Methods Used in the Detec- 
tion of Tuberculosis, R. H. Morgan, H. E. 
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Hilleboe & I. Lewis, Pub. Health Rep., Feb- 
ruary, 1947, 62: 201.—(O. Pinner) 


Scanning of Chest.—There is a tendency to 
consider roentgen examinations of the chest 
infallible. A comparison of surgically re- 
moved lungs with their immediately preoper- 
ative X-rays reveals the fact that roentgen 
examination is frequently fallible. The flat 
plate by itself may record a coincidence of 
shadows which may assume a pathological 
pattern while, even stereoscopically, lesions 
may remain hidden or may masquerade as nor- 
mal. The greatest reason for fallibility is lack 
of scale in X-ray emulsions and wave lengths 
of radiation which do not offer maximum tissue 
differentiation. In exposing for radiolucent 
areas, the more dense areas are greatly under- 
exposed and, conversely, in exposing for 
radiopaque areas, thin areas are greatly 
overexposed, therefore compromise is used. 
Unfortunately, the two parts needing closest 
examination—the apex and the hilum—have 
the greatest tangles of black and white. The 
stereoscopic method proved most helpful in 
studying abnormalities on a thoracic surgery 
service. It has been found valuable, in order 
to obviate lag in memory in scanning stereos, 
to make comparison stereos on the same set of 
films, to be viewed simultaneously. Angula- 
tion between the two positions comprising 
such a comparison examination should be 
sufficient to make visible the mediastinal por- 
tions of the lung, but not so great as to make 
comparison difficult. Procedures are de- 
scribed for scanning of the apex, of the lungs as 
a whole, and for variations and combinations. 
This method may demonstrate disease not 
noted with other techniques.—Roentgeno- 
graphic Scanning of the Chest, S. W. Atwell, 
Dis. of Chest, May-June, 1946, 12: 222.—( K. 
R. Boucot) 


Phrenic Crush in Hemoptysis.—T wo patients 
with severe hemorrhages from upper lobe 
cavities could not be treated with pneumo- 
thorax. Both were too sick for major surgery. 
Following phrenic crush the hemoptysis stopped 
in both cases.— Die Phrenikusausschaltung als 


erweiterte Indikation bet Haemoptoe, E. Stangl, 
Wien. klin. Wchnschr., September 27, 1946, 58: 
568.—(G. C. Leiner) 


Extrapleural Pneumothorax.—Extrapleural 
pneumothorax is the procedure of choice in 
early exudative cases with cavity formation 
and strong tendency to progress. It is also 
used successfully in bilateral cases when thora- 
coplasty should not be done because of re- 
duced reserve, and in children and adolescents 
when thoracoplasty is avoided on account of 
postoperative scoliosis. Occasionally it is 
used successfully as an adjuvant to unsuccess- 
ful intrapleural pneumothorax. When intra- 
pleural adhesions cannot be successfully 
treated by pneumonolysis, and reéxpansion 
with thoracoplasty does not appear desirable, 
extrapleural pneumothorax with release of the 
adhesion bearing portion of the lung is per- 
formed. The pleura between the intrapleural 
and extrapleural spaces is divided and excised. 
High pressures are usually necessary to main- 
tain the collapse, and because the mediastinum 
is usually fixed and the pleura thickened by 
previous intrapleural pneumothorax treat- 
ment, this can be done without difficulty. 
Two cases are cited which prove that extra- 
pleural pneumothorax can also be successfully 
employed in the treatment of older, fibrotic 
cavitary lesions. The operations were per- 
formed by Brunner who has accumulated 754 
extrapleural pneumothoraces. He obtained 
sputum conversion in 66 per cent.—Dre eztra- 
pleurale Pneumolyse als eusdtzlicher Eingriff 
bet partiellem und unwirksamen Pneumothoraz, 
J. E. Wolf, Schweiz. med. Wehnschr., Novem- 
ber 30, 1946, 76: 1245 —(H. Marcus) 


Pneumoperitoneum and Phrenic Nerve 
Paralysis.—In 89 cases pneumoperitoneum 
had preceded, accompanied or was followed by 
a phrenic nerve paralysis. Lower lobe lesions 
gave the highest incidence of good results (50 
per cent). Lesions which were centrally lo- 
cated within the lower lobes responded best. 
Disease in the upper lobes was favorably in- 
fluenced in only a minority of cases.— Valeur 
du pneumo-péritoine complémentaire de la para- 
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lysie opératoire du diaphragme, F. Magnin, 
Rev. de la tuberc., 1946, 10: 407.—( V. Lettes) 


Schede Thoracoplasty.—The original in- 
cision for a Schede thoracoplasty was a pos- 
terior paravertebral hockey-stick incision. 
The author proposes an axillary approach. 
The advantages are: (1) ease of approach and 
closure of wound; (2) preservation of extra- 
thoracic musculature; and (8) avoidance of in- 
fection and postoperative complications of 
wound healing.—Avzillary Approach to Schede 
Thoracoplasty, A. Lambert, Surg., Gynec. & 
Obst., January, 1947, 84: 55. —(A. G. Cohen) 


Arthritis and Tuberculosis in Childhood.— 
Although the occurrence of fleeting involve- 
ment of joints during the course of tuberculous 
infection is well recognized, chronic polyarthri- 
tis leaving definite residua has not been as- 
cribed to a tuberculous etiology. Chronic 
polyarthritis with permanent deformity is rare 
in childhood. The reported cases are due to a 
variety of infectious agents, among which may 
be named congenital syphilis and hemolytic 
streptococci. The impression is gained that 
infection and predisposition are necessary for 
the production of chronic polyarthritis, and it 
is theoretically possible that at times the tu- 
bercle bacillus may be the infecting organism. 
Convincing cases of this nature have not been 
published. The author has observed 2 cases, 
in children of 7 and 10, respectively, in which 
it was evident that tuberculous infection and 
chronic deforming polyarthritis coexisted with- 
out any definite relationship. One child 
showed the development of a mitral lesion 
seven years after the onset of arthritis, and the 
other child developed rheumatic nodules four 
years after the first occurrence of arthritic 
symptoms. Both children developed per- 
manent joint damage.—Uber die Beziehungen 
twischen Tuberkulose und chronischer Poly- 
arthritis des Kindes, H. Wissler, Schweiz. med. 
Wehnschr., November 30, 1946, 76: 1242.— 
(H. Marcus) 


_ Breath-holding Test.—Reduction time, that 
is, the time required after occlusion of the cir- 


culation for the reduction of hemoglobin to a 
constant level, depends upon the associated 
reactions basic to the supply of oxygen to the 
tissues. The response of the reduction time to 
breath-holding is a measure of the degree of 
homeostatic adjustment to a condition of 
Resting reduction time 


stress. The score 


minus reduction time after breathholding 


Resting reduction time 

100 was determined for medical students on a 
normal, peace-time schedule and for students 
who were under the strain of an accelerated 
war-time schedule. It was 20.4 in the first 
and 14.7 in the second group. In subjects 
with a cold it was 10 or less. A score of 10 
seemed to be the borderline between fitness 
and lack of fitness. The mean of 226 obser- 
vations in hospital patients who had an active 
clinical condition was minus 13.5. In 177 
Marines the mean was 29.9. Among these 
there were differences depending on the state 
of physical training. The mean for 92 sub- 
jects at a Naval Air Station was 29.1. During 
breath-holding the “peripheral circulatory re- 
serve,” the reserve blood present in the small 
vessels of the skin, is shifted to other areas of 
the body. The redistribution is the cause for 
the decrease in reduction time after breath- 
holding.—The Change in Reduction Time of 
Blood after Breath- Holding as a Criterion of 
Physiological Fitness, G. B. Ray, J. R. John- 
son & Louise H. Ray, Am. J. Physiol., Decem- 
ber, 1946, 147: 636.—(G. C. Leiner) 


Pulmonary Exchange and Artificial Respira- 
tion.—Experiments in man to determine the 
volume of air passing in and out of the lungs 
in artificial respiration are valueless unless the 
volunteer is unconscious, toneless and not 
breathing. Two volunteers were anasthetized 
profoundly and brought to respiratory arrest. 
Artificial respiration now became essential, 
since almost the only evidence of life was that 
the heart-beat continued. The various 
methods of artificial respiration were tried in 
turn and the pulmonary exchange recorded on 
akymograph. A wide-base endotracheal tube 
was passed into the trachea and made other- 
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wise air-tight. Using Eve’s rocking stretcher 
technique it was noted that a larger tidal ex- 
change came about with the subject on his face 
then when on his back. Ventilation of the 
lungs increases with the angle through which 
the subject is rocked. Values ranging from 
240 to 850 ml. tidal air were noted using this 
method. The Schafer method, as well as the 
Silvester method, were found inferior to the 
rocking stretcher method when the latter was 
done with the subject on his face and the angle 
was between 60 and 90 degrees. The “mouth- 
to-mouth” method and the artificial inflator 
method were found to be even better with tidal 
exchange values reaching 900 to 1,500 ml. In 
artificial respiration too much stress has been 
laid on unimportant outward details and not 
enough on absolute essentials, such as the 
maintenance of a clear airway. The authors 
further agree with the figures of artificial 
respiration carried out under deep surgical 
anesthesia and conclude that an apnoeic pa- 
tient under deep anesthesia simulates the can- 
didate for resuscitation by artificial respira- 
tion.— Pulmonary Exchange during Artificial 
Respiration, B. R. Macintosh & W. W. 
Mashin, Brit. M. J., June 15, 1946, 1: 908.— 
(D. H. Cohen) 


Experimental Pleural Effusion.—Fifty guinea 
pigs were inoculated intramediastinally with 
virulent tubercle bacilli of the human, bovine 
and avian type; 33 of the animals developed 
bilateral pleural effusions. The pathological 
changes consisted in the accumulation of leuco- 
cytes and histiocytes in the peri-esophageal 
and peri-tracheal tissue as well as in the lymph 
nodes within the first twenty-four hours. The 
involvement of lungs, liver and spleen was 
constant and occurred soon thereafter. The 
pulmonary changes were of an exudative na- 
ture. There was a marked congestion in the 
subpleural area. The pleura itself showed no 
definite histological changes; 50 per cent of the 
effusions were hemorrhagic. Lymphocytes 
predominated. Inoculation into guinea pigs 
revealed tubercle bacilli in all specimens of 
pleural fluid. Certain analogies are found be- 
tween this type of experimental pleurisy and 
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sero-fibrinous pleurisy in man. The patho- 
genetic principles of the latter are discussed 
and preference is given to the interpretation 
of pleurisy as a perifocal reaction in the neigh- 
borhood of a primary focus.—Epanchements 
pleuraux experimentaux chez le cobaye, F. van 
Deinse, Rev. de la tuberc., 1948, 10: 380.—( V. 
Leites) 


Expulsion of Pathogenic Organisms.— 
Modern methods of observation have revealed 
that very large numbers of droplets are ex- 
pelled during sneezing, coughing and speaking, 
and that most of these are small enough to re- 
main air-borne as “droplet nuclei.” These 
nuclei are the solid residues of these respiratory 
droplets which are small enough to evaporate 
completely before falling to the ground, after 
their formation they are capable of remaining 
air-borne for some minutes or for some hours, 
and of travelling long distances inside build- 
ings. It has been found by those who have 
investigated the expulsion of pathogenic or- 
ganisms by infected persons that aerial infec- 
tion is much more limited than is suggested by 
the purely physical studies of droplet spray, 
and that the pathogenic organisms of the 
respiratory tract (for example, hemolytic 
streptococci and tubercle bacilli) are not ex- 
pelled as rapidly or in as great numbers as the 
commensal organisms from a normal mouth 
or an indicator organism from an artificially in- 
fected mouth. It is suggested that infection is 
spread through the air mainly by infected dust 
particles liberated from clothing, bedding and 
room furnishings, after these have been soiled 
by the large infected droplets which fall out of 
the air within a few seconds of their emission. 
Recent evidence has shown that virulent 
diphtheria bacilli were present in large 
numbers in the floor dust of diphtheria wards, 
that these bacilli remained viable in the dust 
for some months, and that they were stirred 
up with the air by sweeping; viable pneu- 
mococci were demonstrated in room dust; and 
it was also shown that the influenza virus could 
remain viable in dust for some days or weeks. 
From other experiments it was shown that the 
production of air-borne infection with droplet 
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nuclei must depend mainly upon the presence 
of pathogenic organisms in the saliva of the 
anterior mouth. Faucial and nasal carriage 
may be of much greater importance with re- 
gard to the production of air infection with 
infected dust particles; pathogenic organisms 
may be expelled from the nose or from the 
throat in masses of secretion or in large drop- 
lets and so give rise to infected dust. The 
author’s present investigation was concerned 
with three groups of infected persons: 87 per- 
sons with hemolytic streptococci in the throat, 
including 50 scarlet fever patients and 37 
throat carriers; 50 faucial diphtheria patients 
with positive throat cultures and 20 patients 
with pulmonary tuberculosis, in whose sputum 
tubercle bacilli had been demonstrated. The 
mouth-spray droplets expelled by each person 
during a series of six voluntarily produced 
. coughs were collected on a culture plate or 
microscopic slide (for tubercle bacilli) held 
about 3 inches in front of the mouth. Results 
revealed that 39 out of the 87 scarlet fever and 
throat carriers emitted droplets containing 
hemolytic streptococci; 1,109 infected droplets 
were expelled during 522 coughs. Hemolytic 
streptococci, usually in small numbers, were 
found in the anterior-mouth secretions of 13 
out of the 87 patients. Droplets containing 
diphtheria bacilli were expelled by 10 out of 
the 50 patients with faucial diphtheria, 48 in- 
fected droplets during 300 coughs. Diph- 
theria bacilli, again in small numbers, were 
found in the anterior-mouth secretions of 12 
out of the 50 patients. Droplets containing 
tubercle bacilli were expelled by 10 out of 20 
patients with open pulmonary tuberculosis, 
out of 410 droplets collected during 120 
coughs, 36 were found to contain tubercle 
bacilli. Before coughing, tubercle bacilli were 
found in the throat secretions of 15 out of the 
20 patients, and in the anterior-mouth secre- 
tions of 10 out of the 20 patients.— Expulsion 
of Pathogenic Organisms from the Respiratory 
Tract, J. P. Duguid, Brit. M. J., February 28, 


1946, 1: 265.—(D. H. Cohen) 


Decomposition of Oxygenated Water.— 
Oxygenated water, even in very low concentra- 
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tion, inhibits or kills a great many bacteria. 
Tubercle bacilli grown on Long’s medium were 
shown to be stimulated when less than 2 parts 
in 100 of oxygenated water were added; more 
than 4 parts in 100 inhibits growth. One part 
of oxygenated water hardly reacts with pure 
Long’s medium, whereas in the presence of 
tubercle bacilli, all other factors being equal, 
the decomposition of the water is rapid. The 
tubercle bacilli are responsible for this destruc- 
tion, due primarily to their diastases. At- 
tempts to stop the lowering of the potential by 
daily addition of a given quantity of oxygena- 
ted water and study of its infiuence on bacil- 
lary growth led to some interesting conclu- 
sions. By adding oxygenated water to Long’s 
medium, freshly inoculated, during seven 
consecutive days at the rate of 1 part in 100 
each day, the culture was seen to develop as 
regularly and as abundantly as the control. 
On the other hand, addition of 2 parts in 100 
(total of 14 parts in 100) under the same 
conditions, proved to be bacteriostatic. 
Long’s medium contaminated by skin and 
mouth organisms, to which 1 part in 100 of 
oxygenated water was added and inoculated 
subsequently with tubercle bacilli, showed 
bactericidal properties for all the bacteria 
of the associated flora, while favoring develop- 
ment of the tubercle bacilli. This difference 
in the resistance of common bacilli and tuber- 
cle bacilli against oxygenated water could be 
used profitably for isolating tubercle bacilli 
from specimens contaminated with secondary 
organisms.—Sur la décomposition de l'eau 
oxygénée par le bacilles de Koch, E. Andrejew, 
Ann. Inst. Pasteur, September—October, 1946, 
72: 888.—(P. Q. Edwards) 


Antigenic §Substances.—Antituberculous 
immune sera contain certain antibodies re- 
acting with an antigen in the protein fraction 
of the tubercle bacillus. This antigen asso- 
ciated with the protein is not the protein 
itself, it has been identified by Meyer as a 
polyosidic antigen. Research shows the exist- 
ence in the tubercle bacillus of two specific 
polyosides differentiated by their serological 
and chemical characteristics. The simple 
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polyoside produces precipitation reactions at 
dilutions of over 1:1,000,000 with rabbit or 
horse tuberculosis antisera. It is soluble in 
75 per cent alcohol and is precipitated by 
alcohol over 85 per cent. This substance 
also fixes complement in the presence of rabbit 
serum in dilution of 1:5,000,000, although a 
temperature of 4° C. is necessary. The other 
polyoside—polyoside complex—is precipitated 
with the proteins, particularly with the frac- 
tion which is precipitated by acetic acid at 
pH 4.0 and by half-saturated ammonium 
sulfate solution. Digestion by trypsine frees 
the polyoside from the protein. This sub- 
stance causes precipitation with antibacillary 
horse and rabbit sera, as well as fixation of 
complement with these sera at a temperature 
well below incubation. The titre of these 
reactions is around 20 times lower than those 
of the simple polyoside. Sera exposed to the 
simple polyoside react later with the complex 
polyoside, whereas the reverse is not true, 
indicating that the complex polyoside contains 
two specific components: that of the simple 
polyoside and yet another of its own. Heat- 
ing the complex polyoside for ten minutes at 
100°C. in a N/5 solution of sodium carbonate 
destroys the specific constituent, thereby 
rendering it identical with the simple poly- 
oside. The significance of these data in 
relation to other research is being discussed.— 
Recherches sur deux polyosides de spécificité 
différente existant dans les filtrats de culture des 
bacilles tuberculeux, W. Schaefer, Ann. Inst. 
Pasteur, September-October, 1946, 72: 783.— 
(P. Q. Edwards) 


Fluorescence Microscopy.—An apparatus is 
described for the routine examination of 
pathological fluids for tubercle bacilli by the 
fluorescence method. This has proved 
entirely satisfactory. Examinations of 748 
specimens of sputum, pleural fluid and gastric 
lavage were carried out by this method. The 
results were found to be as accurate, more 
sensitive and more rapid than with the 
Ziehl-Neelsen technique.—Detection of Tuber- 
cle Bacilli by the Fiuorescence Technique, J. W. 


Clegg & A. F. Foster-Carter, Brit. J. Tuberc., 
July, 1946, 40: 98—(A. G. Cohen) 


Dyes in Media for Tubercle Bacilli.—The 
present paper has chiefly to do with deter. 
mining which dyes are best for coloring 
nutrient media for contrast without materially 
interfering with the growth of graded plantings 
of tubercle bacilli. Three characteristic 
groups were noted in studying a large number 
of dyes. In the first group, the dye in most 
concentrations would color and be absorbed by 
the medium to an extent that no free dye was 
found in the liquid of condensation, and the 
inoculated bacilli would not be colored. In 
the second group the dye would color the 
medium, but in most concentrations, free dye 
was present in the liquid of condensation and 
the bacilli would also become colored or 
tinted by adsorption. In the third group, of 
which methylene blue was a classic example, 
the dye would color the medium by adsorption 
and usually the liquid of condensation would 
be clear and the tubercle bacilli would be 
colored a deeper tint than the medium. In 
studying the effect of dyes on the medium 
(Corper’s egg-yolk), the dyes were added in 
sufficient concentration to color the medium 
without producing an appreciable retardation 
of growth from small plantings of tubercle 
bacilli. The dyes were grouped as azo, azine 
and triphenylmethane dyes. Some other 
dyes were not classified. The greatest con- 
trast lies in the blues and blacks, since cultures 
of tubercle bacilli are usually buff or flesh 
color. Gentian violet is no longer used on 
account of its retarding effect on the bacilli. 
Malachite green is now used in many labora- 
tories without the full realization that the 
dye is decolorized by growing bacilli and 
retards the growth of small plantings of 
bacilli. Congo red, which gives an orange 
tint in egg media, does not appreciably retard 
growth. In 1933 the authors suggested the 
use of trypan blue as it imparts a pleasing 
biue color to egg media without exerting a 
appreciable retarding effect upon the growth 
of bacilli. Dyed medium is not essential for 
trained technicians but, if contrast of colors is 
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desired, a blue or a black medium should be 
chosen. Black stains of standard composition 
have so far not been available and they may 
not be finally accepted.— Contrast Coloring of 
Media by Dyes in Growing Tubercle Bacilli: 
Effect of Dyes on Growth of Tubercle Bacilli; H. 
J. Corper & M. L. Cohen, Am. J. Clin. 
Path., October, 1946, 16: 621—(J. S. Woolley) 


BCG Glucose Vaccine.—This is a review of a 
report by E. N. Leschinskaja . (American 
Review of Soviet Medicine, February, 1946) of 
experiments by Leschinskaja and Vakengut of 
the BCG Laboratory, Central Institute of 
Experimental Medicine, Union of Soviet 
Socialist Republics. The purpose was to 
overcome the perishability of the BCG vac- 
cine. It was found that BCG bacilli retain 
their viability better in a 50 per cent glucose 
solution than in other media. After a month 
of drying, the number of colonies obtained 
upon inoculation remains constant for several 
months. The dried vaccine may be stored 
at room temperature but the best method for 
storing is refrigeration. The glucose vaccine 
emulsifies readily. A standard sterile prep- 
aration was obtained; the growth of bacilli 
from this dry BCG after sixteen months of 
storage is approximately equal to that from 
& liquid vaccine preserved for two months. 
The dry glucose vaccine, as tested by animal 
vaccination after preservation for one and one 
half years, differs very little from fresh liquid 
vaccine.—Review of the Immunization Value 
of the BCG Dry Glucose Vaccine, (not signed). 
Pub. Health Rep., February, 1947, 62: 211.— 
(0. Pinner) 


BCG in Norway.— Because of the increased 
incidence of tuberculosis during the war, a 
campaign was initiated in 1943 to encourage 
immunizations with BCG. A total of about 
42,000 people were immunized. Many vac- 
cinated persons were not becoming tuberculin 
positive within two months. It was found 
than the war tuberculin was somewhat weaker 
that the pre-war material. This affected 
chiefly the Pirquet reaction; it had less 
influence on the number of reactors to the 


Mantoux test with 1.0 mg. This fact did not 
adequately explain the small number of 
reactors. It was then shown that the 
Norwegian BCG vaccine had actually become 
weaker. Some increase in the number of 
positive reactors was obtained by increasing 
the dose. Late in 1945, a BCG strain was 
obtained from the Pasteur Institute in Paris. 
With this material, positive reactions were 
obtained in 96.8 per cent when 0.1 mg. was 
used. There were many local reactions. 
The dose was cut to 0.05 mg. which appears 
to be about the optimal dose. Other condi- 
tions which are considered necessary to 
justify mass immunizations with BCG are: 
(1) safety—there is no evidence that BCG has 
ever caused active tuberculosis; (2) lasting— 
tuberculin reactions were present after five to 
six years in 95 to 98 per cent of cases; (3) use- 
fulness—in Oslo, immunization gave 75 to 
90 per cent protection.—Recent Experiences 
with BCG Vaccination in Norway, G. Hertz- 
berg, Tubercle, January, 1947, 28 1—(A. G. 
Cohen) 


Delayed Tuberculin Reaction.—Two con- 
secutive tuberculin tests were performed in 94 
adult females at an interval of two weeks. 
The reactions were noted on the third and 
tenth day after each test. On the third day 
after the first test the proportion of non- 
reactors to reactors was 36 to 58, and on the 
tenth day 27 to 67, representing 10 per cent 
with delayed tuberculin reaction. At the 
time of the second tuberculin test 2 additional 
persons showed a reaction. Thus, the series 
which had started with 36 nonreactors ter- 
minated with only 16. An interpretation of 
these facts is attempted in analogy with the 
so-called “delayed dermatitis of sensitization.” 
—FEriste-t-il une cuti-réaction retardée de 
sensibilisation a la tuberculine, L. Marceron, 
Rev. de la tuberc., 1946, 10: 247.—( V. Lettes) 


Reactivation of Tuberculin Tests.—A case 
is reported of an active primary tuberculosis 
with generalization and terminal meningitis 
in the course of which local skin reactions 
occurred at the site of three Old Tuberculin 
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tests, performed four years, one year and six 
months previously. The first tuberculin 
reaction had been negative, the second doubt- 
ful and the third highly positive. Biopsy of 
the nodular skin reactions at the time of the 
active primary tuberculosis showed tuber- 
culous tissue changes. Inoculation into 
guinea pigs was positive. It would seem that 
tissues previously impregnated with tuber- 
culin, regardless of whether they had been 
the site of an allergic reaction, acquire a 
specific sensitivity to tuberculin and a capacity 
of fixing tubercle bacilli. In the light of such 
facts it seems that a tuberculous exacerbation 
at the site of an old focus is not necessarily to 
be attributed to an endogenous reactivation 
in situ. The hypothesis is advanced that old 
tuberculous foci can play a similar réle of 
fixation of exogenous tubercle bacilli during 
superinfection as the old skin tests for endoge- 
nous tubercle bacilli in the presence of hema- 
togenous dissemination in the above case.— 
Eclosion simultanée de trois nodules tuber- 
culeux sur d’anciennes cuti-redctions, F. Bordet, 
Rev. de la tuberc., 1946, 10: 488.—( V. Leites) 


Pharyngeal Tuberculosis.—Primary tuber- 
culosis in the pharynx is very rare; pharyngeal 
tuberculosis as a secondary manifestation of 
foci elsewhere in the body is uncommon. 
Three patients are presented, all young 
adults, in whom histories of repeated sore 
throats were given as the only symptom. In 
all 3 patients, cryptic tonsils were seen, with 
ulcerations either within the tonsil itself or on 
the pharyngeal wall behind the tonsillar 
pillars. Biopsies proved the tuberculous 
etiology in all cases, both histologically and 
bacteriologically. In spite of extensive clini- 
cal and X-ray studies in addition to repeated 
bacteriological examinations of sputum speci- 
mens, no extrapharyngeal tuberculosis was 
ever found.—Trots cas de tuberculose pharyn- 
gée d’apparence primitive, F. Piaget, J. de 
méd. de Lyon, October, 1946, 642: 701.—(P. 
Q. Edwards) 


Laryngeal Tuberculosis.—A five-year study 
of laryngeal tuberculosis at the Blue Ridge 
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Sanatorium is presented. The period between 
1-1-39 and 3-31-44 is contrasted with two 
previous five-year periods at the same institu. 
tion. The percentage of laryngeal tuber. 
culosis had decreased greatly. Marked 
dysphagia prevents swallowing without the 
use of an anesthetic spray. This is the group 
helped most by surgical treatment. There 
were 139 cases of laryngeal tuberculosis in 
2,213 patients discharged from the sanatorium, 
an incidence of 6.2 per cent. This is in 
contrast to an incidence of 12.5 per cent in 
1,090 patients discharged between 1923 and 
1928 and 13.4 per cent in 1,139 patients 
discharged between 1933 and 1938. Treat- 
ment consisted of sprays and silence. In 
78.3 per cent the laryngeal lesions were healed 
or improved at discharge and 76.6 per cent of 
the pulmonary lesions were arrested or im- 
proved. Treatment, in addition to spray and 
silence, consisted of galvanocautery and nerve 
block. The larynx improved or healed in 
73 per cent. The chest lesions improved or 
healed in 55 per cent. All 27 cases of tuber- 
culous laryngitis with advanced edema and 
ulceration had severe symptoms. Far ad- 
vanced tuberculosis was present in 82 per 
cent on admission.— Laryngeal Tuberculosis, 
M. K. Humphries, Jr., Dis. of Chest, March- 
April, 1946, 12: 129.—( K. R. Boucot) 


Bilateral Pleurisy.—Bilateral pleural effu- 
sion was observed in a 14-year-old boy, whose 
father had pulmonary tuberculosis. The 
clinical features of the case, as well as the 
physical signs and the X-ray findings pointed 
to a tuberculous pleurisy. The value of the 
physical signs is discussed in the differential 
diagnosis of tuberculous pleurisy. Although 
the guinea pig inoculation of the pleural fluid 
was negative, the tuberculous nature of the 
effusion was well supported by the presence of 
roentgenological signs of a simultaneous pri- 
mary infection. The prognosis of a bilateral 
pleurisy in a young boy is serious, especially 38 


far as future tuberculous manifestations ar | 


concerned. The indications for evacuation of 
the fluid are reviewed.— Pleuresia serofibrinoss 
bilateral de origen bacilar, N. Romans, Prensi 
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méd. argent., October, 1946, 33: 2157.—(L. 
Molnar) 


Tuberculosis of Serous Membranes.—A 
review of 6,198 postmortem examinations of 
tuberculous patients from 1932 until 1945 
showed an almost 100 per cent incidence of 
pleural involvement. Simple edema, sero- 
fibrinous effusion, miliary nodulation and the 
most different forms of sequelae were ob- 
served. Pleural adhesions were most fre- 
quent in the apical portions of the lung. 
Occasional observations of lungs recently re- 
expanded after pneumothorax have shown 
that adhesions may form very rapidly. Next 
to tuberculous pleurisy, peritoneal involve- 
ment was most frequently found, 261 cases 
(4 per cent), 91 in males and 170 in females. 
Ascites was present in 38 cases; fibro-adhesive 
forms in 100 cases; fibrocaseous lesions in 54 
cases; miliary tuberculosis in 39 and peri- 
tonitis with a pearl-like appearance in 20 
cases. In 77 autopsies meningitis was found 
(1.24 per cent): the great majority of these 
cases occurred in the age groups from 16 to 40 
years, coinciding with the general age of 
tuberculous morbidity and mortality. Tuber- 
culous meningitis was associated with pul- 
monary tuberculosis in 44 cases; with 
generalized miliary tuberculosis in 22 cases 
and with Pott’s disease, genitourinary and 
osteoarticular tuberculosis and peritoneal in- 
volvement in 6, 9,3 and 3 cases, respectively. 
Forty-four cases (0.71 per cent) of tuberculous 
pericarditis were observed, 31 in males and 
13 in females. Involvement of the peri- 
cardium was noted more often in the middle- 
aged and in the more advanced age groups. 
Fibro-adhesive pericarditis was found in 32 
cases; caseous, fibrinous and purulent forms 
were found in 6, 4 and 2 cases, respectively. 
Simultaneous involvement of pleura, peri- 
cardium and peritoneum occurred in 4 cases. 
Pericarditis was associated in one case for 
each with meningitis, pleurisy and peritonitis. 
—Tuberculosis de las serosas, E. Calderon & P. 
Renard, Ap. respir. y tuberc., July-September, 
1946, 11: 220.—(L. Moinar) 


Pleurisy and Primary Complex.—The re- 
lationship between childhood-tuberculosis and 
pleurisy was investigated in 747 children with 
pulmonary tuberculosis between the ages of 2 
and 12; 139 (18.6 per cent) had an early 
primary complex in an active stage. The 
total number of pleurisies was 93 (12.4 per 
cent). Early primary infection was accom- 
panied by pleurisy in 24 per cent of cases. 
Pleurisy developed in most cases (75.5 per 
cent) while the primary complex was in an 
infiltrative stage and in 26.5 per cent during 
regression of the primary lesion. In 5 cases 
pleurisy was preceded by erythema nodosum. 
In 4 cases pleurisy was the first manifestation 
of infection, and the primary complex became 
evident after absorption of the exudate. In 9 
cases primary complex and pleurisy appeared 
simultaneously. In 21 cases pleurisy devel- 
oped during the months following the ap- 
pearance of the primary complex. Primary 
tuberculosis uncomplicated by pleurisy showed 
an unfavorable course with generalizations in 
14.3 per cent of cases, and death by meningitis 
in 3.8 per cent of cases, whereas primary 
tuberculosis associated with pleurisy showed 
an unfavorable course with generalizations in 
38.2 per cent of cases and terminal meningitis 
in 11.8 per cent. Pleurisy was found less 
often in the postprimary than in the primary 
period and was of a milder type. Thus, the 
incidence of pleurisy in hilar adenopathy was 
13.5 per cent, in pulmonary tuberculosis of 
the hematogenous disseminated type in 7.3 
per cent, and in infiltrative forms in 4.4 per 
cent. The numerous cases of reinfection 
tuberculosis under observation (chronic fibro- 
cavernous forms, caseous-pneumonic forms, 
etc.) were not associated with pleurisy. So- 
called idiopathic pleurisy was seen in only 
18 cases.—Pleurisy and Primary Complex 
in Children, A. I. Odinova, Probl. tuberk., 
(Russian), 1946, No. 8, 30.—( V. Leites) 


Tuberculous Pericarditis and Miliary 
Tuberculosis.—A case of tuberculous epidid- 
ymitis was followed several months later by 
acute pericarditis with effusion, a month later 
by miliary tuberculosis in subacute and later in 
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acute form, leading to death at the end of the 
third week.—Péricarditis tuberculeuse et 
granulie, G. Gregoire, M. Caron & J. E. La- 
Brecque, Laval méd., December, 1946, 11: 1008. 
—(E. Bogen) 


Tuberculous Adenitis and Ocular Lesions.— 
A Bantu woman, aged 25, was admitted to the 
hospital complaining of blindness for two 
years and swellings in her neck for twenty-one 
months. Both eyes showed extensive plastic 
iritis with occlusio pupillae; these lesions were 
regarded as tuberculous. A number of 
discrete rubbery lymph nodes could be felt 
on both sides of the neck and in the submaxil- 
lary and submental regions. Radiological 
examination of the thorax was normal. A 
tuberculin intracutaneous test was strongly 
positive. Biopsy of one of the lymph nodes 
showed chronic fibroid tuberculosis; guinea 
pig inoculation of the material resulted in 
extensive tuberculosis. In cases of ocular 
tuberculosis, it is rare to detect a focus else- 
where in the body.—A Case of Tuberculous 
Adenitis with Associated Ocular Lesions in 
a Bantu Woman, P. W. Fleming, Clin. Proc., 
Cape Town Post-Grad. Med. A., August, 
1946, 5: 241.—(A. G. Cohen) 


Intestinal Tuberculosis.—Primary intes- 
tinal tuberculosis is rare; it usually develops in 
a tumor-like form and is due to ingestion of 
raw milk of tuberculous cows. The ulcera- 
tive form of intestinal tuberculosis is not an 
exclusive attribute of far advanced pulmonary 
tuberculosis, it may be demonstrated also in a 
certain number of minimal and moderately 
advanced cases. While its prognosis is 
always serious, it is not as hopeless as it was 
thought to be. Vague gastrointestinal com- 
plaints, inconstant abdominal pain, often 
related to the right lower quadrant or to the 
periumbilical area, and diarrhea in patients 
with pulmonary tuberculosis are suggestive 
symptoms of intestinal tuberculosis. The 
diarrhea is almost always of the putrefactive 
and rarely of the fermentative type. Hemor- 
rhage is rare; secondary anemia is frequent. 
Intestinal tuberculosis may sometimes simu- 


late attacks of acute appendicitis or peptic 
ulcer. Its first physical sign is often a palpa- 
ble ileocecal tumor. Roentgenological exam. 
ination is the most important diagnostic 
procedure. Dilatation and segmentation of 
the small intestine are indirect signs of in- 
testinal tuberculosis. Stasis in the ileum 
after seven to eight hours, and gas in this area 
are important signs; so is the sign of Stierlin, 
that is, a filling defect between two normally 
filled tracts. Proper management of the 
pulmonary tuberculosis is the first requirement 
in the treatment of intestinal involvement. 
Bland diet of high caloric value and of low 
residue is recommended; suitable amounts 
of vitamins and minerals should be admin- 
istered. Calcium gluconate intravenously 
proves to be effective in combating abdominal 
pain and diarrhea. Sometimes opium deri- 
vates are indicated. Artificial heliotherapy 
in increasing doses is of great help. Pneumo- 
peritoneum is too little known in its effects on 
intestinal tuberculosis. Ulcerative intestinal 
tuberculosis is not treated by surgery, while 
the tumor-like form may be _ removed 
surgically — Tuberculosis intestinal, A. R., 
Prensa méd. argent., November, 1946, 33: 2238. 
—(L. Molnar) 


Tuberculous Arthritis.—Taken singly, the 
individual roentgen signs of the arthritis are 
not pathognomonic. But taken together and 
in sequence, they give sufficiently reliable 
evidence for an accurate diagnosis. Tuber- 
culosis of a joint is a metastatic process and 
may be in the synovial membrane or the 
bone contiguous to it. Early diagnosis is 
usually precluded by the insidious onset, and 
X-ray diagnosis lags behind clinical diagnosis. 
The life history of an active tuberculous 
arthritis is as follows: Cortical erosion osteo- 
porosis, loss of joint space, invasion of under- 
lying cancellous bone, involvement of the 
opposing surface of the joint, absence of 
reactive changes, formation of sequestra, 
accumulation of debris, rupture of the joint 
capsule and tracking of the fluid and debris 
with cold abscess formation and luxation of 
the joint. Some of these signs appear con- 
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currently and increase in intensity with the 
increasing severity of the process of the joint 
disease. No part of the joint is immune to 
tuberculous infection and if unchecked will 
ravage every portion of it. There is some 
variation in children as compared to adults.— 
Tuberculous Arthritis of the Shoulder, M. R. 
Camiel, Radiology, June, 1946, 46: 569.— 
(G. F. Mitchell) 


Prostatectomy in Tuberculous Patient.—A 
series of 50 cases with fibroadenomatous 
prostates, removed by transurethral resection, 
is reported. Accurate diagnosis is essential, 
since 13.3 per cent of 748 cases coming to 
autopsy at Sea View Hospital had tuberculosis 
of the prostate. The two-stage suprapubic 
resection is considered best in nontuberculous 
patients in fairly good condition. The results 
following transurethral resection on debilitated 
tuberculous patients were much better than 
those in a previous series of suprapubic 
operations. This may be due to the shorter 
postoperative course which follows the former 
method, and the absence of an abdominal 
incision. The patients were carefully pre- 
pared; a low spinal anesthesia was used, and 
the operating time was limited to twenty 
or thirty minutes. There was no mortality, 
no hemorrhages, no ascending infection and 


| no reactivation of pulmonary tuberculosis.— 


Transurethral Resection for Hypertrophy of 
the Prostate in the Tuberculous Patient, A. 
J. Greenberger & M. E. Greenberger, Urol. & 
Cutan. Rev., October, 1946, 50: 590—(W. H. 
Oatway, Jr.) 


Pontine Tuberculoma.—In a 23-year-old 
female this syndrome of oculogyric paralysis 
with mild hemiplegia and marked hemianes- 
thesia of the head on one side and of the body 
and limbs on the other, together with cerebel- 
lar symptoms, was recognized during life as 
probably due to a pontine tuberculoma, and 
this was found at autopsy.—Syndrome de 
Raymond et Cestan, S. Caron, C. A. Martin, 
M. Samson & L. Patry, Laval méd., December, 
1946, 11: 998.—(E. Bogen) 


Sarcoidosis.—Sarcoidosis is rare in children. 
The reported cases in children are listed. 
A 6-year-old white Cuban boy is reported 
which is the first case observed at Children’s 
Hospital of Habana. He had fever, poly- 
arthritis and a symmetrical erythemato- 
macular eruption of the face and arms of 
three years’ duration. The conjunctivae were 
hyperemic and a white pin-point spotty non- 
vesicular keratitis was present. The uveal 
tract was involved. Lymphadenopathy in- 
volved the groins, axillae, epitrochlear, and 
cervical nodes. Roentgenography of the 
lungs on 3-26-44 revealed bilateral miliary-like 
mottling. X-ray films of the phlanges on 
7-4-44 were negative for evidence of sarcoid. 
On 10-16-44, X-ray films revealed a right 
pleural effusion with shift of the mediastinum 
to the left. On 11-16-44 atelectasis at the 
right base was present with an artificial 
pneumothorax on the right. The tracheo- 
bronchial nodes were enlarged. Bone marrow 
biopsy revealed giant cells similar to those 
found in sarcoidosis. Biopsies of the skin, 
subcutaneous tissues, muscle, lymph node 
and synovial membrane are reported. The 
child was discharged with a diagnosis of 
tuberculosis or Still’s disease. Four months 
later he was readmitted with dyspnea, fever 
and weight loss. Biopsies revealed sar- 
coidocis. Since the paper has been submitted 
for pubiivation, Pott’s disease of the dorsal 
spine with death due to tuberculous meningitis 
has occurred. No autopsy was permitted. 
—Sarcoidosis (Besnier - Boeck - Schaumann’s 
Disease): Report of a Case in a Child Simu- 
lating Sttll’s Disease, A. Castellanos & E. 
Galan, Am. J. Dis. Child., May, 1946, 71: 518. 
—(K. R. Boucot) 


Uveoparotid Fever.—A 55-year-old work- 
man had “influenza” and noticed a swelling 
below and in front of his ears; five weeks 
later fever and chills developed and on hos- 
pitalization swelling of both parotid glands was 
found. No eye symptoms were noted, except 
for an old cataract. During the following 
weeks the fever continued and pain in the 
eyes and deterioration of sight occurred. 
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Patient did not react to 1 mg. tuberculin 
and X-ray examination of lungs did not show 
evidence of sarcoidosis. There was bilateral 
chronic uveitis with corneal precipitate, 
somewhat turbid, aqueous, wide-spread pos- 
terior synechiae and striate keratitis of the 
left eye; there were no nodules on the iris. 
While this condition improved, myocardial 
failure set in. A few weeks later pleuritis 
developed; the X-ray film showed veil-like 
and stringy shadows of a bronchopneumonic 
appearance, but no signs of sarcoidosis. 
Patient died a month later from pulmonary 
infarct with suppurative pleuritis. Autopsy 
showed microscopical changes in the parotid 
glands and eyes and in the majority of internal 
organs, typical of sarcoidosis. There were 
generally noncaseating tubercles with large 
epithelioid cells and Langhans giant cells, 
surrounded by a thin layer of lymphocytes. 
Caseating necrosis in the centre of the tuber- 
cles was exceptional. Autopsied cases of 
uveoparotid fever are few. This case seems 
the only one in which, in addition to numerous 
organs, both eyes and several salivary glands 
were examined histologically. It is, therefore, 
the best possible substantiation for the modern 
concept that uveoparotid fever is a special 
manifestation of sarcoidosis. In this case 
very few acid-fast rods were demonstrated in a 
cervical and a hilar lymph node. Guinea 
pig inoculations from caseated lymph nodes 
were positive, but cultures from involved 
organs of these guinea pigs were negative.—A 
Case of Uveo-Parotid Fever (Heerford) with 
Autopsy Findings, K. O. Granstrim, E. 
Gripswall, C. E. Kristofferson & A. G. H. 
Lindgren, Acta med. Scandinav., 1946, 126: 
807.—(O. Pinner) 


Bronchopulmonary Abnormalities.—Ab- 
normalities of lobation: (1) Additional fis- 
sures: This is the most frequent type of 
abnormality. The cardiac lobe is formed 
by a fissure between the cardiac segment of 
the right lower lobe and the rest of the lobe. 
The dorsal lobe is formed by a fissure which 
partly separates the dorsal segment of the 
lower lobe from the remainder. The lungs 


are otherwise normal. (2) Deficient fissures: 
Fissures are often incomplete or absent. 
(8) Fissure due to displaced structures: 
a) partial splitting of the right upper lobe by 
an abnormally placed azygos vein; b) seques- 
tration of lung due to an abnormal artery, 
An anomalous artery associated with fune. 
tional isolation of the part of the lung which 
it supplies. The bronchi in these sequestered 
areas are often dilated and cystic and do not 
communicate with the rest of the bronchial 
tree. Abnormalities of the bronchi: (J) 
Supernumerary bronchi: These are compara- 
tively rare. Normal bronchi are present and 
additional branches arise directly from the 
trachea. (2) Displaced bronchi: These are 
relatively common. The most frequent ex- 
ample is upward displacement of the apical 
branch of the eparterial bronchus. It varies 
in degree from partial splitting of the parent 
bronchus to a frankly displaced apical branch 
arising from the trachea. Other abnormalities 
also are recorded. (8) Congenital cystic 
disease: This subject is more properly dealt 
with in separate treatises. Abnormalities of 
lung parenchyma: (1) Accessory lungs: 
These isolated masses of lung tissue are 
sometimes found in the thorax or abdomen. 
They do not communicate with the bronchial 
tree. The blood supply is derived from 
neighboring vessels. Histologically, they con- 
sist of bronchial and alveolar elements re 
sembling fetal lung tissue. They are more 
common on the left. They are associated 
with congenital absence or malformations of 
the left diaphragm. (2) Agenesis of the 
lung: These are rare. All or part of a lung 
may be absent. There are three types: 
a) true aplasia, in which there is only one 
bronchus; }) there is one functioning bron- 
chus; from this a rudimentary bronchus 
arises which is only a small nubbing; c) the 
rudimentary bronchus leads to a fleshy struc- 
ture without lobes. (3) Hypoplasia: There 
is great variation in the size of the broncho- 
pulmonary segments.— Broncho- Pulmonary 
Abnormalities, A. F. Foster-Carter, Brit. J. 


Tuberc., October, 1946, 40: 111—(A. @ | 
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Coccidioidomycosis.—Since inactive pul- 
monary residues coccidioidomycosis may per- 
sist for months or years in apparently healthy 
persons, the recognition and interpretation of 
such lesions is of the utmost importance. 
Seventy-seven hospitalized cases and 200 
out-patients are included in this report. 
Several clinical types of coccidioidomycosis 
are recognized. These include (1) the initial, 
or primary respiratory infection, which may 
or may not be asymtomatic, (2) an acute 
self-limited respiratory infection, manifested 
chiefly as a bronchitis, pleuritis or pneumoni- 
tis, ($) a respiratory infection accompanied 
by allergic phenomena, such as erythema 
nodosum, (4) apparently benign persistent 
(residual) pulmonary lesions often with cavi- 
tation or nodular formation, usually un- 
accompanied by constitutional symptoms or 
signs and (5) primary infection becoming 
progressive with wide-spread lymphatic and 
hematogenous dissemination. In the latter 
type, which occurs in the first few weeks or 
months of the infection, the lungs, meninges, 
skin, bone and tracheobronchial, supracla- 
vicular and cervical lymph nodes may be 
involved. The most common type of the 
disease is the acute self-limited respiratory 
infection often clinically indistinguishable 
from the more prevalent nonspecific respir- 
atory infections or atypical pneumonia. 
Fever is present in the majority of patients 
sometime during their illness and lasts about 
one week, but a considerable number may be 
afebrile throughout the entire period of ob- 
servation. Nonproductive cough is present 
in less than half of the patients. Cutaneous 


' manifestations differ in character with the 


stage of the disease. In about 18 per cent of 
the cases reported, erythema nodosum, less 
well defined erythematous eruptions simulat- 
ing erythema multiforme or generalized 
irregular papular erythematous lesions involv- 
ing the entire trunk are present. Granuloma- 
tous lesions, verrucous or papillary in char- 
acter, or single or multiple cold abscesses 
aad indolent sinuses may occur in dissemi- 
nated cases. Painful arthritis, sometimes 
with slight swelling, is reported in approxi- 


mately one-third of the cases. Most patients 
look and feel better than their clinical and 
roentgenological findings would indicate, and 
this is also true of the disseminated type. 
Except for cultural and inoculation tests, 
laboratory studies offer little of specific value 
in the diagnosis. Some findings are of value 
as an index of activity. The leucocyte count 
is usually elevated. An eosinophilia of over 
10 per cent occurred in 23.3 per cent of the 
cases reported. The increased sedimentation 
rate is the most useful single index of activity. 
The disease may give a false positive serologi- 
cal test for syphilis. Roentgenographically, 
in the early phases, coccidioidomycosis may 
simulate various types of acute pneumonic 
lesions and later may be suggestive of lym- 
phoma, malignant metastases and primary 
malignant lesions. Skeletal lesions in the 
disseminated type may resemble various 
neoplastic lesions, nontuberculous osteomyeli- 
tis and periostitis and other destructive bony 
and cartilaginous lesions. The X-ray findings 
follow five general patterns. In prmary 
coccidioidomycosis the X-ray findings are 
limited to the chest, vary considerably in 
appearance but consist chiefly of pneumonitis. 
Adenitis cavitation, nodules and pleural 
effusion may also be found. The pneumonitis 
may consist of only a minimal increase in soft 
tissue markings in one hilar area which is 
easily missed, there may also be a perihilar 
or subpleural pneumonic infiltration. Con- 
solidation of a lobe is rare, resolution may be 
complete in one to four weeks. Hilar and 
mediastinal adenopathy may disappear com- 
pletely. Cavitation is generally thin-walled, 
irregular in contour, and usually is not seen 
in the upper lobes. Closure, probably a 
result of the predominance of fibrosis and 
bronchial occlusion, usually is permanent. 
Nodule formation corresponding to previous 
areas of pneumonitis, may be noted in serial 
films. Cavities are usually small, thick walled 
and round, and occur frequently in the lower 
lobes and right middle lobe. A history of 
exposure to coccidioidomycosis and a positive 
skin test may be of help in the diagnosis of 
patients showing nonexcavating nodules. 
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About 0.5 per cent of patients eventually 
develop progressive or disseminating type of 
infection. The greatest proportion of these 
occur in Negroes. In disseminated disease 
thoracic lesions may be chiefly hilar and 
mediastinal adenitis or pleuritis. Miliary 
distribution may occur, simulating miliary 
tuberculosis. Skeletal involvement is apt to 
be multiple, and to be associated with multiple 
joint lesions. The spine, pelvis, hands and 
lower extremities are the most common sites. 
Meningitis frequently occurs in disseminated 
disease. The diagnosis cannot be made by a 
positive skin test unconfirmed by cultural or 
serological tests. Yet failure to reach a 
correct diagnosis, especially when tuberculosis 
or malignancy is considered, may be dis- 
astrous. An absolute diagnosis requires: 
(1) observation of coccidioidomyces in tissue 
sections, sputum, pus or pleural or spinal 
fluid, (2) recovery of the mycelial form on 
Sabouraud’s media, and (3) demonstration of 
the spherules in inoculated animals. Gastric 
washing or bronchoscopy may afford material 
for examination. For practical purposes a 
diagnosis in the acute phase can be made with 
reasonable certainty if there is (1) a history of 
recent residence in an endemic area, (2) an 
acute respiratory infection with or without 
cutaneous lesions, (3) a positive coccidioidin 
skin test, and (4) a positive coccidioidin 
serological test. The skin test may be nega- 
tive early in the primary infection but will 
later become positive in nondisseminated 
cases. Of 11 cases negative on admission, 
7 became positive two or three weeks later. 
In 3 disseminated cases the test remained 
negative throughout the period of observation. 
A positive test has the same diagnostic 
significance and limitations as the tuberculin 
test. Precipitin and complement fixation 
tests are of value in both diagnosis and 
prognosis. In mild infections, late quiescent 
or inactive phases the tests are usually 
negative. The titre of complement fixing 
antibodies parallels the severity of the infec- 
tion and in certain ranges may indicate 
impending dissemination. In late inactive 
phases with residual pulmonary cavitation 
or nodular focalization, the serological tests 


are negative, even when the fungus is found 
in the sputum. Five patients in the series 
had disseminated disease and 2died. Because 
of the variation of clinical patterns theg 
cases are reported in detail to illustrate the 
protean features of disseminated disease, the 
possibility of recovery in even the most 
critically ill and the fallacy of evaluating 
therapeutic measures in individual casey, 
Treatment is nonspecific, and consists of rest, 
general measures and symptomatic treatment. 
It should be continued until the infection has 
subsided clinically and the chest lesions ar 
stationary or completely healed. Abscesses 
may be incised and drained if penicillin is 
used to prevent secondary infection. Some 
advocate active treatment of pulmonary cavi- 
ties.—Clinical and Roentgenologic Aspects of 
Coccidiotdomycosis, C. F. Sweigert, J. W. 
Turner & J. B. Gillespie, Am. J. M. Se. 
December, 1946, 212: 652.—(G. F. Mitchell) 


Coccidioidomycosis.—The characteristic 
roentgen features of 60 cases of primary pul- 
monary coccidioidomycosis are presented. 
These are classified as follows: nodular lesions, 
peribronchial infiltration, confluent consolida- 
tions, hilar lymphadenopathy, pleural involve- 
ment, cavity formation, bilateral nodular 
(local) dissemination. 
ings with roentgenological correlation are pre- 
sented in 2 cases that came to autopsy— 
Roentgenological Manifestations of Primary 
Pulmonary Coccidioidomycosis, M. Rakofsky 
& T. W. Knickerbocker, Am. J. Roentgendl., 
August, 1946, 56: 141.—(J. E. Farber) 


Pulmonary Acariasis.—In some cases of | 


tropical eosinophilia mites (acarina) were 
found in the sputum; many of these patients 
had not lived in the tropics but had worked i 
dusty atmospheres. Two cases are reported, 
not originating in the tropics. In one, a mite 
was found inthe sputum. Both responded er- 
cellently to arsenicals. So-called tropics 


eosinophilia is apparently pulmonary acari | 


sis.—Tropical LEosinophilia or Pulmonary 
Acariasis, G. A. M. Hall, Brit. J. Tuber, 
October, 1946, 40: 124.—(A. G. Cohen) 


The pathological find- | 
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